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In hay-fever 


THE B.D.H. ANTIHISTAMINIC 


‘ANCOLAN? / 


DOSA 


\ Longer duration of action 
‘Exceptionally well tolerated 
Inexpensive 


One or two tablets at night for one week 
followed by one tablet daily if required. 


FORD MEDICAL PUBLICATIONS 


SEE PaGE 2 


IN PHYSIOTHERAPY 
Edited by 


F. L. GREENHILL, 8.R.N., M.C.S.P., T.H.T. 
Ste. in-Charge, Medical Rehabilitation Unit, Royal Free 
eg Late Sister-in-Charge, Rehabilitation Unit, Hill End 
Ss ae 7 (St. Bartholomew’s) ; Former Member Council 
f Chartered Society of Physiotherapy. 


Assisted by 
C. B. HEALD, C.B.E., M.D., F.R.C.P., in Spicamation and Arthritis. 


J. N. BARRON, F.R.O.S., in Burns and Injuries of the Hand. 
Mr. J. COLSON, M.C.S.P., M.A.O.T., ee Therapy in 
Medicine and Surge: 
Demy 8vo Pages 222 + * “ Plates 34 figures 


12s. 6d. net, plus 7d. postage. 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


Second Edition Now available 


URGERY: A TExtTBooK FOR STUDENTS 

By CHARLES AUBREY PANNETT, B.Sc., M.D., F.R.C.S. 

Professor of Surge » University of London; Director of the 

ical Unit, London ; sometime member 

of the Court of Examiners, K.C.S. Eng., and Examiner to the 
Uni veuattios of London, Manchester, and Cardiff 


769 + xiv Price 27s. 6d. net, plus 1s. postage 
ny illustrated throughout text 


The book has been completely revised to incorporate advances 

in surgery since the issue of the first edition. At the same time 

unnecessary matter has been avoided, so that the book remains 

@ presentation of modern surgery of moderate size. The character 

of the book has been preserved but the additional matter makes 

it more generally useful to —— as well as undergraduate 
studen' 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


ANCOLAN LAN As. issued “as ‘scored tablets of 25 mg. 
piperazine dihydrochloride) Bo tablets 4/11 and 250 tablets 43/11. 
\ _9-——-Prices in crn Britain to the Medical Profession. 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LOWDON N.1 
Ancl/E/1 
Second Edition 


A BPOMINAL OPERATIONS 
By RODNEY MAINGOT,’ F. ROS. 


Surgeon, Royal Free Hos 
Edition in one volume. Illustrations 
including 16 Colour lates £6 6s. net 


K. Lewis & Co. Ltd., 136, _Gower-street, W.C.1 


Second Edition Now available 


‘THE CARE OF TUBERCULOSIS IN THE 
HOME 
By JAMES MAXWELL, M.D., F.R.C.P. 
Physician, Royal Chest Hospital ; Physician to the 
Ministry’s Mass X-ray Unit; Consult ng ye mg 
Royal National Sanatorium, Bournemouth ; te 
Physician, St. Bartholomew’s Hospital 


Demy 8vo 114 + xii Illustrations 7s. 6d. net, plus 4d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square London, E.C.4 


ISABILITIES 


AND HOW TO LIVE WITH THEM 
by 55 Patients 


252 pages Price Price 10s. 6d. net, plus 6d. postage 


Demy 8vo 

* This is a new sort of Sinteaeks 3. unlike most other textbooks 
it is subjective, warm and human.”’—Review in Nursing Times. 
The Lancet Limited, 4 Adam-street, Adelphi, , London, W.C.2 


Fifth ‘Edition Now available 
JRINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, D.Sce., Ph.D. 
= Demy 8vo 282 +x 10s. 6d. net, plus 6d. postage 
With Twenty-five Exercises and Answers 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


BOOKS— New 


and Valuable 


New Fifth Edition (Enlarged) 
THE RADIOLOGY OF 


Over 725 Illustrations. 


Just Ready 
BONES AND JOINTS: 
An Introduction to the Study of Tumours and other Diseases of Bone 
By JAMES F. BRAILSFORD, M.D., Ph.D., F.R.C.P. 
Emeritus Director of Radiological Studies in Living Anatomy, University of Birmingham. ote. 


AN INTRODUCTION TO FUNCTIONAL 
HISTOLOGY 


By G. E, BOURNE, D.Sc., D.Phil. Ready this month. 98 Illustrations. 
About 21s. 


HISTOCHEMISTRY 
Theoretical and Applied 
By A. G, EVERSON PEARSE, M.D.,D.C.P. 110 Illustrations. 


IV D.Se 
60s. H. BACHRACH, M.D. 


PHARMACOLOGY AND THERAPEUTICS 

A Textbook for Students and Practitioners of 
Medicine 

By ARTHUR GROLLMAN, Ph.D.,M.D., F.A.C.P. 104 Illustrations. 70s. 


M. I. GROSSMAN, Pbh.D., M.D., and 
137 Illustrations. 96e. 


J. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.l 
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Low Dosage—Wide Spectrum Antibiotic! 


HYDROCHLORIDE CRYSTALLINE 


The antibiotic range of aureomycin is unsurpassed 
... A dosage of 1 Gm. daily is usually 


curative, and the total dose required is lower 


than with other antibiotics . . . The early 
use of aureomycin may avoid extensive 
surgery . . . The abbreviation of hospital 


stay and convalescence thus made  pacxaces: 
Capsules: 50 mg., bottles of 25 an? 
100; 250 mg., bottles of 16 and 100. 
possible by aureomycin saves your Dental Cones: 5 mg. tubes of 12. 
Dental Paste: 30 mg. per Gm., jars 

of 5 Gm. Intravenous: vials of 

100 mg. and 500 mg. Nasal: vials 
patient many times its cost. of 10 mg. with dropper. Ointment : 
tubes of 4 os. and 1 os. Ointment 

(Ophthalmic): six tubes of & oz. 

Ophthalmic: vials of 25 mg. with 

dropper. Otic: vials of 50 mg. with 

dropper. Soluble Tablets : 50 mg., 

bottles of roo. SPERSOIDS* : 


15 myg., bottles of 25. Vaginal 
Powder: vials of 5 Gm. (200 
Product Gm.) *Trade Mark 


BUSH HOUSE - ALDWYCH + LONDON, W.C.2. TEMPLE BAR 5411 
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OXFORD MEDICAL 


PUBLICATIONS 


THE DIAGNOSIS AND TREATMENT OF 
INTRATHORACIC NEW GROWTHS 


by MAURICE DAVIDSON, D.M.,, F.R.C.P. 
with a chapter on Radiotherapy by Davip W. SmiTHeRS, M.D., M.R.C.P., D.M.R. 
and a chapter on Operative Treatment by OswaALp S. Tusss, F.R.C.S. 


*This book is comprehensive and authoritative but not unduly specialised. It is clearly meant to inform 
the non-specialist seeking information rather than to be a complete specialist presentation.’ 
—BritisH JOURNAL OF SURGERY, 


268 pages 172 illustrations 42s. net 


ESSENTIALS IN DISEASES OF THE CHEST 
FOR STUDENTS AND PRACTITIONERS 
by PHILIP ELLMAN, M_D., F.R.C.P. 

With a Foreword by Sir ROBERT A. YOUNG, C.B.E., M.D., F.R.CP. 


‘Chest disease is treated as part of general medicine and is brought into relation with other conditions. 
To have presented such a complete review of the subject in so small a volume and with such admirable 
clarity is indeed a notable achievement.’ —TUBERCULOsIS INDEX. 


410 pages 298 illustrations 30s. net 


OXFORD UNIVERSITY PRESS 


TEXTBOOKS AND WORKS IN MEDICAL, SURGICAL AND GENERAL SCIENCE OF ALL PUBLISHERS 
Catalogues on application. Please state interests. 

FOREIGN BOOKS: Select stock. Books obtained from abroad under Board of Trade licence. 

SECOND-HAND BOOKS: A constantly changing large stock of Medical Literature on view, classified under 

subjects. 140 Gower Street. Scientific and Technical Books, 23 Gower Place, W.C.1. 

MEDICAL STATIONERY : Loose-Leaf Case Books, Card Index Systems, etc. 


MEDICAL AND SCIENTIFIC LENDING LIBRARY 


Annual Subscription from Twenty-five Shillings Prospectus on application 


The Library Catalogue revised to December, 1949, containing a classified Index of Authors and Subjects 
Pp. xii + 1152. To subscribers 17s. 6d. net ; to non-subscribers 35s. net ; postage Is. 3d. 


Supplement 1950-52 just published. To subscribers 3s. net; to non-subscribers 6s. net; postage 6d. 
H. K. LEWIS & Co. Ltd., 136 GOWER STREET, LONDON, W.C.! Phone : EUSton 4282 


Throughout the country 


FAILING LACTATION 


is being repiaced by 


SUCCESSFUL BREASTFEEDING 


with the aid of 


JACTAGOL. 


Sssasst THE GALACTAGOGUE 
Samples are always available for clinical trial 
LACTAGOL LTD., 423, LONDON ROAD, MITCHAM, SURREY 
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ANALGESIC RESOLVENT COUNTER-IRRITANT 


’ A solid embrocation without disagreeable 
odour. Will not stain clothing 


Indications Action 
RHEUMATIC & MUSCULAR The analgesic properties in 
PAINS, Ralgex afford rapid relief of 
NEURALGIA & HEADACHES, rheumatic and other pains. 


Ralgexx acts as a counter-irritant 


BRONCHITIS, CATARRH, in cases of Bronchitis, Catarrb, 


LARYNGITIS Laryngitis or Pharyngitis. 
Clinical samples and literature gladly sent on request 
PHARMAX LIMITED <A 
The Organ Works, Old Hill, Chislehurst, Kent, England — CT 


CESTROGENIC SEDATIVE 
TREATMENT OF THE MENOPAUSE 


Liquid : Each teaspoonful contains Stilboestrol 0°25 mgm., Phenobarbitone 
Sodium } gr. with adjuvants in a flavoured palatable base, to provide relief 
for mental and physical symptoms. 
Dose: One to four teaspoonfuls as directed by the Physician. 
In bottles of 4 fl. ozs., 20 fl. ozs. and 90 fl. ozs. 
Tablets : Each tablet contains Stilbcestrol 0°5 mgm., Phenobarbitone 4 gr. 
and Calcium Phosphate 4 grs. 


For use in conjunction with Stilbagen Liquid as a method 
of varying the dosage of Phenobarbitone and Stilbcestrol. 


Dose: One tablet or more as directed by the Physician. 
In bottles of 25, 100, 500 and 1000 tablets 


Literature and clinical samples from 


Cc. J. HEWLETT & SON LTD. 


Manufacturing Chemists 
35-43 CHARLOTTE ROAD, LONDON, E.C.2 
and at 216, ORR STREET, GLASGOW, S.E. 
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The new 
| PENICILLIN COMPOUND 


‘PENIDURAL’ is the new ready-for-use fluid oral penicillin, containing 

300,000 units to each large teaspoonful (5 c.c.). It will retain its full ae April 11th, 1953, pp. 805 = 
potency in aqueous suspension for eighteen months at room temperature, : = “. 
and is thus ideal for treatment both in hospital and home. > 5 
Extract from 
Editorial of the British Medical Journal, dated “ 
11th April, 1953, page 823. oat 16 patients 
standard dose of 300,000 units of ‘Penidural’ was given, and after 
a single dose a therapeutic blood concentration was invariably found 125 $3 pationts ‘+ 0-125 S 
after 3 hours. When the dose was repeated at six-hour intervals a . F | 
cumulative effect was observed, with continuous maintenance of a 006 45 patien’ 006 
therapeutic concentration’’. 
The introduction of this pleasantly flavoured liquid penicillin banishes 118 Patients (101 children and 17 Y 0 
the need for any tedious mixing. The patient merely has to pour out adults) rere, iven, oc reapective of BY 

i t, units 
the specified dose. “PENIDURAL". No less than 100% 
showed therapeutic blood levels 
Supplied in bottles of 2 fl. ozs. “ large teaspoonsful) after 3 hours. J 
TRADE 
N.N'—dibenzylethyl dipenicillin G 


Oral Suspension 
JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1. 


e 
daily dosage of ELEVEN vitamins 
EACH * WANDERVITE’ CAPSULE provides the approxi- 
mate adult daily requirement of each of its eleven constituent 
vitamins. 
i FORMULA (each Capsule)— 
Vitamin A. 5,000 i.u. | Vitamin B, . . 2.5 mg.}| Nicotinamide . 15 mg. 
ADVANTAGES — Vitamin $Omg,| Vitamin B, | 25 mg.|d-Calcium 
Vitamin D . 1,000 i.u. | Vitamin . . mg. pantothenate 5 mg. 
Economy Vitamin E . 5 mg.| Vitamin B,,. . 1g. | Folicacid. . . 0.1 mg. 
Comprehensiveness ; Because a diagnosis of deficiency of one vitamin or group often 
Convenience of shape and size implies shortage of other vitamins, treatment demands a balanced 
Adequate daily dosage in each capsule supply of the important accessory factors whose presence 
ane y 8 is known or believed to be essential to normal health. 
Pack: Tin of 30 Capsules * Wandervite ’ Capsules provide this. 
(1 month’s supply) Strictly ethical 
A. WANDER LIMITED, 42 UPPER GROSVENOR ST., GROSVENOR SQ., LONDON W.1. Phone: GROsvenor 3931 (10 lines) ae 
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Latest addition to the Glaxo antibiotic range is DIMYCIN 
—a preparation containing streptomycin and dihydrostrepto- 
mycin in-equal parts. 

For all practical purposes, these antibiotics have the same 
therapeutic activity. Dimycin, with its content divided 
equally between the two antibiotics, permits the dosage of 
each to be half that usually employed—a decided asset in 
long-term therapy. 


NEW IDEA 


in antibiotic 


a | gram vials in cartons of 10 ; also in 5 gram vials. 


GLAXO LABORATORIES LTD, GREENFORD, MIDDLESEX BYRon 3434 


There is only ONE 


XYLOCAINE 


THE NEW LOCAL ANAESTHETIC 
—Product of Original Research 


Now available in Packings and 
Preparations suitable for all 
Local Anaesthetic Techniques 


DUNCAN, FLOCKHART é CO.,LTD. 


SPECIALISTS IN ANAESTHETICS 
EDINBURGH LONDON 


*Regd. Trade Mark Manutactured under licence trom A. B. Astra, Sodertalje, Sweden 
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A new and logical therapy 
for Rheumatic conditions 


Water-soluble esters of salicylic, 
p-aminobenzoic and nicotinic acids, 
that readily pass the skin barrier 


The local treatment of rheumatic 
conditions has hitherto presented cer- 
tain difficulties ; drugs which penetrated 
the skin often caused intense irritation 
and their use was of doubtful value. 

Transvasin, a new preparation de- 
veloped by Hamol, s.a., our Swiss 
associates, and now available for pre- 
scription in thiscountry, contains esters 
of salicylic, p-aminobenzoic and 
nicotinic acid. These esters, being both 
water- and fat-soluble, readily pass the 
skin barrier in therapeutic quantities 
without causing irritation, and enable 
an adequate concentration of the drugs 
to be built up where they are needed. 
Transvasin not only induces vasodila- 
tion of the skin with a superficial ery- 
thema but also brings about a deep 
~\ hyperaemia of the underlying tissues. 


Salicylic acid tetrahydro- 
furfuryl-ester 14% 
Nicotinic acid ethyl-ester 2% 
Nicotinic acid n-hexyl-ester yay 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad y 4 


Transvasin is available in 1 oz. tubes at 
4/-, which are obtainable on form E.C.10, 
and is not advertised to the public. 


LLOYD-HAMOL LTD., 3 ST. JAMES’S SQUARE, LONDON, S.W.1. 
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A potent alkaloidal fraction of Veratrum viride — biologically 
standardised for hypotensive activity in mammals—a new active 
principle not heretofore available, for the treatment of hypertension. 


Veriloid therapy produces not only gratifying objective results 
— significant and sustained control of elevated arterial 
tension — but also leads to marked subjective benefit readily 
detectable by the patient. As the drug takes effect, the 
so-called hypertension headache is relieved, impaired renal 
function improves, vision becomes more clear, and the 
associated muscular weakness is overcome. 


These beneficial changes are directly attributable to the 
peripheral vasodilatation induced by Verifoid and the resultant 
improved tissue nutrition. 


While individualisation of dosage is essential for maximum 
therapeutic benefit, in the majority of patients a response to 
Veriloid is usually obtained from the average daily intake of 
9g to I§ mg. given in divided dosage 3 times daily. Dosage 
adjustment to suit the responsiveness of the individual patient 
can be accomplished in a week or two. Tolerance to Veriloid 
is not likely to develop, and treatment can be continued 
indennitely without deleterious eftect. 


Veriloid is available on prescription only through all 
pharmacies in 1 mg. and 2 mg. tablets in bottles of 100 and 
500. Literature available on request. 


RIKER LABORATORIES LTD., 
29, KIRKEWHITE STREET, NOTTINGHAM. 


Veriloid is also available as Veriloid-VP 
containing Veriloid 2 mg. and Phenobarbi- 
tone B.P. 15 mg. for administration to 
patients who find it difficult to tolerate 
Veriloid alone. Veriloid Intramuscular and 
Veriloid Intravenous Solutions are available 
for parenteral use in acute episodes of hyper- 
tension, e.g., malignant hypertension, enceph- 
alopathy, eclampsia and pre-eclampsia. 
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The Full Therapeutic Effect of Digitalis Lanata . . 


with 3 additional advantages is contained in 


DIGILANID 


Digilanid exerts the full therapeutic 
action of Digitalis lanata, which is 


preferred by a great number of prac- 
titioners. 


Digilanid is extremely well tolerated 
even to the extent that patients suffering 
from the side-effects of whole leaf pre- 


parations experience prompt recovery. 


Digilanid always contains the same pro- 
portions of pure crystalline glycosides. 


Oral solution Ampoules 


Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1 


Tablets 

¢ 
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ALLEN & 


Emphasis has been given recently to the use of combined chemotherapy 
in infections and the merit of the judicious combination of antibiotics 
and sulphonamides in the prevention of bacterial resistance. 


In the treatment of many infections of the gastro-intestinal tract, 
combined therapy with streptomycin and sulphaguanidine is a distinct 
advance on previous forms of treatment. 


Guanillin, in which oral streptomycin sulphate is combined with 
sulphaguanidine, is indicated in the treatment of gastro-enteritis, 
bacillary dysentery, summer diarrhcea, salmonella food poisoning 
and other mixed infections of the gastro-intestinal tract in infants, 
children and adults. _ 


Guanillin is issued as a free-flowing powder from which a smooth, 
palatable homogeneous suspension may be made by simple mixture 
with water. 


GUANILLIN 


Trade Mark 
ORAL STREPTOMYCIN SULPHATE with SULPHAGUANIDINB 


In bottles to prepare 4 fluid ounces. 


Literature on application. 


HANBURYS LTD+ LONDON. E 


TELEPHONE: BISHOPSGATE 320! (20L/NES). TELEGRAMS: “GREENBURYS, BETH, LONDON” 
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ct 


DIBISTIN CREAM 


(1% Antistin with 1°, Pyribenzamine) 


The double antihistamine in a form for 
local application in the treatment of allergic 


and pruritic skin disorders 
Rapidly relieves itching and irritation. 


Dibisun tablets are available to 
| supplement local therapy in severe cases and 


for other allergic disorders. 


Cream: Tubes of 1 oz. Jars of 1 lb. 
Tablets: Bottles of 20, 100 and 500 


Dibistin, Antistin and Pyribenzamine are trade marks. 


CUBA 


CIBA LABORATORIES LTD - HORSHAM - SUSSEX 


Lelephone : Horsham 1234 Telegrams : Cibalabs, Horsham 
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‘AGLA®*.. ATOMISERS 


The ‘Agla’ brand Pocket Atomiser is designed for the patient who 


requires a portable inhaler. It is small, light and compact and can be 
carried in a handbag or pocket ready for immediate use at any time. . 
Thick rubber protects the all-glass reservoir. 


The ‘ Agila’ brand All-Glass Atomiser has an established reputation for 


efficiency. It is the ideal instrument for home use. 

Both atomisers afford a satisfactory 
volume of fine, even spray, with either 
aqueous or oily solutions, and are easy 
to use and to clean. 

Intended primarily for oral inhalation, 
they are equally suitable for medication 
of the nose, throat and upper respiratory 


passages. 


¥OCKE 


‘AGLA’ POCKET ATOMISER 


‘AGLA’ ALL-GLASS ATOMISER 


Available at prices within the N.H.S. Drug Tariff 


ee BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
ll 
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* Pentaerythrito! tetranitrate. 


Manufactured in England by 


A New Bayer Product 
FOR THE TREATMENT OF 


ANGINA PECTORIS 


In angina pectoris, Mycardol* reduces the severity of the 
attacks and may help to diminish their frequency while, 
at the same time, improving exercise tolerance. 
Especially valuable in reducing the need for repeated 
doses of trinitrin, and of extremely low toxicity, 

this long acting nitrite provides a new and important 
adjuvant in the routine management of angina pectoris. 


Packings : tablets of 30 mg. 
(scored to give 15 mg. per half 
tablet), in bottles of 100 and 1,000 
tablets. The basic N.H.S. price of 
one week’s treatment is 1/6d. 


BAYER PRODUCTS LIMITED 
Africa House, Kingsway, London, W.C.2 


Associated export company : WINTHROP PRODUCTS LIMITED, London 


longed relief without . . . 


Tn CONTROL of hay-fever still 
remains a problem, but whatever 
therapy is adopted the additional 
use of a nasal decongestant is 
invaluable. FENOX, by virtue of 
its unique properties, is the ideal 
preparation for both children and 
adults, giving immediate and pro- 


irritation of inflamed mucosa 
impairment of ciliary action 
undesirable side-effects 


FENOX is water-miscible and non- 
oily. It has the same viscosity as 
mucus and remains at the site of 


Isotonic Nasal Drops of 
Phenylephrine and Naphazoline 
Supplied in } fi. oz. dropper bottles. 
May be prescribed on form E.C.10 
Basic N.H.S. price 1/8d. 


BOOTS PURE DRUG CO. LTD. ISD 


STATION STREET NOTTINGHAM 
81558 
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VIRAL VACCINES AND HUMAN WELFARE * 


Heratp R. Cox 
Sc.D. Johns Hopkins 
DIRECTOR, VIRAL AND RICKETTSIAL RESEARCH, LEDERLE 
LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, 
PEARL RIVER, NEW YORK 


IMMUNISATION against epidemic virus infections 
affecting man has had its two greatest successes with 
smallpox and yellow fever, against each of which a living 
“attenuated ’’’ or “ modified ’’ virus is used. We are 
indebted to Pasteur, who, in his experiments with fowl 
cholera, first recognised the importance of microbic 
variation for purposes of medical use (Pasteur 1880). He 
noted the similarity of the process to Jenner’s classical 
observation that infection with vaccinia or ‘‘ cowpox 
matter ’’ protects man against smallpox (Jenner 1798). 
Our present smallpox vaccine is prepared from material 
collected from vaccinal lesions on the skin of calves. The 
virus component is active or infectious and induces 
immunity by actual infection. 


Yellow-fever Vaccine 

The same principle is utilised in the two types of yellow- 
fever vaccine now in use—namely, the French neuro- 
tropic and the so-called 17p, chick-embryo-propagated, 
vaccine of Theiler (1951, 1952a). Both these vaccines are 
based on the original finding of Theiler (1930) that the 
common white mouse is susceptible to yellow-fever virus 
if inoculated by the intracerebral route. 

The French workers, after continued passage of 
Theiler’s mouse-adapted strain intracerebrally in mice, 
have used this strain of virus as a vaccine for the immun- 
isation of man. The French yellow-fever vaccine consists 
of dried infected mouse-brain tissue, which is applied in 
a solution of gum-arabic to the scarified skin. This vac- 
cine is at present used on a very large scale in French 
territories in Africa (Peltier et al. 1940). 

The 17p, chick-embryo,' yellow-fever virus of Theiler 
(Theiler and Smith 1937a and b) was markedly modified 
in its neurotropic and viscerotropic properties by pro- 
longed passage in chick-embryo tissue culture which 
contained minimal amounts of nervous tissue. In 
production of vaccine, developing chick embryos are 
inoculated. The vaccine consists of frozen and dried 
infected-chick-embryo tissue reconstituted in the required 
amount of sterile salt solution, and 0-5 ml. is injected 
subcutaneously. The infection following a mosquito bite 
is subcutaneous, and Theiler believes that artificial 
immunisation procedures should closely follow the 
conditions that occur in Nature (Theiler 1852b). 

Like smallpox, the yellow-fever vaccine induces 
immunity in the vaccinated individual by actually 
producing an infection. Millions have been vaccinated 
with the 17p vaccine and the results of mass vaccination 
have been eminently satisfactory (Theiler 1952a). Perhaps 
the most conclusive demonstration of the effectiveness of 
yellow-fever vaccination is the fact that since its intro- 
duction ‘‘no accidental cases of yellow fever have 
occurred in laboratory workers. Prior to the development 
of a vaccine, these infections were extremely common 
and in several cases even fatal ’’ (Theiler 1952a). 


Typhus Vaccine 


Typhus has been one of the major epidemic diseases of 
all times and, as Snyder (1952) says, “‘ has always been 
intimately associated with wars, famines and human 
misfortunes of all kinds.’’ Probably it ‘“‘has been 


* Presented at the opening ceremonies of the Biochemistry 
and Virus Laboratory Building of the University of 
California, Berkeley, California, on Oct. 10, 1952. 
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exceeded only by malaria as a cause of widespread human 
suffering.”’ 

Vaccines developed for protection against epidemic 
typhus are of two types. In the first, live murine 
rickettsia are treated with certain agents in an attempt 
to weaken the organisms (Laigret andjDurand 1939, 
Blane and Baltazard 1941). These tiving vaccines, which 
have been widely used in French North Africa, are not 
without danger since cases of murine typhus have resulted 
and deaths have been recorded (Palacios et al. 1935, 
Sadusk and Kuhlenbeck 1946). At present the preferred 
type of typhus vaccine contains killed rickettsia 
(Rickettsia prowazekii) and soluble antigens thereof, which 
cannot cause typhus. The required quantities of rickett- 
siz for such vaccines may be obtained from the intestines 
of human lice (da Rocha-Lima 1918, Weigl 1930) ; from 
infected rodent lungs (Castaneda 1939, Durand and 
Sparrow 1940, Durand and Giroud 1940, Combiesco et 
al. 1941); from tissue cultures (Zinsser et al. 1938) and 
from the yolk-sac membrane of developing chick 
embryos (Cox 1938, 1941, 1948, Craigie 1945, Topping 
et al. 1945). The latter vaccine, known as Cox-type or 
yolk-sac vaccine, was produced on a tremendous scale 
during World War II and was administered to several 
million American, Canadian, and Allied troops as well as 
to civilian populations in dangerous endemic areas 
(Snyder 1952, Cox 1951). 

According to Sadusk (1947) production of typhus 
vaccine by the various biological houses in the United 
States during World War II reached as high as 75 million 
millilitres per year. My laboratory contributed signifi- 
cantly to this amount, since we processed 10,000 to 12,000 
eggs daily, equivalent to 90-110 litres of vaccine (Cox 
1951). Since 1942 my laboratory has produced more than 
80 million doses of typhus vaccine. It may be noted 
that during the war years 1944 and 1945, my laboratory 
used slightly more than 14 million fertile eggs per year in 
research and production of various viral and rickettsial 
vaccines. 

Snyder (1952) states that typhus vaccine,‘ probably 
reduces the incidence of the disease in a group of exposed 
persons, but there are no data with satisfactory controls 
on this point.’’ The course of the disease in immunised 
persons is milder and shorter than it is in the unvaccin- 
ated ; furthermore, the incidence of serious complications 
is sharply reduced (Ding 1943, Ecke et al. 1945, Gilliam 
1946, Davis 1951). It has been established, however, 
that the mortality from typhus is reduced practically to 
zero. Sadusk (1947) has reported{that in immunised 
American troops in World War II there were only 64 
patients with mild epidemic typhus, and all recovered. 
So far as we know, no deaths from typhus have occurred 
when vaccine was administered twenty-one or more days 
before the onset of illness. The official recommendations 
for typhus vaccine are two subcutaneous doses of 1 ml. 
each, separated by an interval of ten to fourteen days, 
followed by a booster dose of 1 ml. at the beginning and 
in the middle of the typhus season (Sadusk 1947). 
Recently, Murray et al. (1952) and Gauld and Goodner 
(1951) have reported that complement-fixing antibodies 
may persist for several years after a course of typhus 
vaccine ; that a single booster dose of 1 ml., given as long 
as five or six years after the previous immunisation, 
induces a rapid serologic response with at least a 16-fold 
increase in antibody titre by the sixth week following 
the booster, even though those individuals may not 
have had demonstrable complement-fixing antibodies at 
the time the booster dose was given. Murray et al. (1952) 
say 

‘“«.. if an enhanced ability to develop complement-fixing 
antibodies is indicative of a relative immunity to typhus, 
perhaps the attack rate, the duration, and the severity of the 
disease might be reduced in a community of persons exposed 
to typhus several years after immunization with Cox-type 
vaccine even though no booster doses were administered. . . . 
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The question is important in regions where epidemic typhus 
control is difficult to achieve solely by delousing, whether for 
geographic or administrative reasons.’ 


Typhus vaccine is an extremely stable product which, 
if stored at 4°C, retains its full potency for at least six 
to eight years. Thanks to constant research efforts, the 
vaccine that we are able to produce now is at least twice 
as potent, using the same starting material, as the best 
product that we made during the war (Cox and: Aiston 
1951). 

Veterinary Vaccines 


The use of live, modified viruses is the approach that 
my associates, Dr. Floyd 8. Markham, Dr. Hilary 
Koprowski, and Dr. Victor J. Cabasso, and I have used 
in the last few years in developing new vaccines in 
veterinary medicine. All of us realise, of course, that 
diseases of animals are very intimately associated with 
human welfare, for vaccines that save food animals have 
a readily calculated dollars and cents value not only to 
farmers and ranchers but to housewives as well. The 
fact that there are more domestic animals than men and 
that every year brings at least a whole new generation 
of animals that require protection against disease is most 
important from a purely economic point of view. Indeed, 
the veterinary products that we produce are the ‘* bread 
and butter’’ of my laboratory, and they have made 
possible the many other research activities. 


The new living virus vaccines that have been origin-— 


ated, developed, and produced in my laboratory and 
which are being recognised and used on an ever-increasing 
seale are: a ‘‘ wing-web”’ vaccine (Clancy et al. 1949, 
Markham et al. 1949) and an “ intranasal’’ or ‘‘ con- 
junctival ’’ vaccine that protect poultry against Newcastle 
disease (Markham et al. 1951); a chick-embryo-propa- 
gated rabies vaccine that gives more durable and increased 
protection to dogs and cattle against rabies (Koprowski 
and Cox 1948, 1951, Koprowski 1949, 1952, Cox 1949, 
Koprowski and Black 1950) ; a chick-embryo-propagated 
canine-distemper vaccine that protects dogs, “ferrets, 
mink, and other fur-bearing animals against canine 
distemper, “‘hard pad,’’ and the encephalitic type of 
distemper (Cabasso and Cox 1949, 1952, Cabasso et al. 
1951); and a rabbit-adapted hog-cholera vaccine that 
may be safely administered to fully susceptible swine 
with or without the use of immune serum and with no 
danger of contact infection in normal non-vaccinated 
pigs (Koprowski 1952, Koprowski et al. 1946, 1952, 
Harvey-et al. 1952). All these products are now com- 
mercially available and are distributed as quantitatively 
tested, vacuum-dried, stable vaccines. 

These were the first of all products of this type to 
be licensed by the U.S. Bureau of Animal Industry. 
Licences were granted in May, 1948, for the live virus 
Newcastle wing-web vaccine; in April, 1949, for the 
avianised rabies vaccine ; in January, 1950, for both the 
intranasal Newcastle vaccine and the avianised canine 
distemper vaccine; and in August, 1951, for ‘ Rovac,’ 
the rabbit-adapted hog-cholera vaccine. Up to the 
present, we have produced more than 1'/, million doses 
of avianised canine-distemper vaccine ; 2'/, million doses 
of avianised rabies vaccine; 23 million doses of hog- 
cholera vaccine ; 165 million doses of wing-web Newcastle 
vaccine; and 350 million doses of intranasal or 
conjunctival ’’ Newcastle vaccine. 

All these products are rigidly controlled, both bio- 
logically and quantitatively, and there has never been 
any indication in vaccinated animals that any of these 
modified living viruses revert to their original virulence 
and transmissibility. Our research is constantly directed 
at improving the stability and the immunising capacity 
of these products and at developing new products. 

It becomes increasingly apparent that with patience 
and persistence it may be possible under certain condi- 
tions to adapt or “ train’’ a virus to become greatly 
altered from its original properties. For example, my 
associates Dr. Koprowski and Mr. Jack Black have 


recently succeeded in so modifying the Flury strain of 
avianised rabies virus that it has lost completely its 
power to kill calves, guineapigs, hamsters, adult mice, 
or rabbits that are injected intracerebrally and yet has 
retained its full capacity to immunise dogs, guineapigs, 
and hamsters inoculated by the intramuscular route 
(Koprowski and Black 1953). Such vaccinated animals 
are resistant to at least a thousand lethal doses of virulent 
‘‘ street ’’ virus administered parenterally. This strain 
of attenuated rabies virus has all the earmarks of being 
the ideal immunising agent, not only for dogs, cattle, 
and other animals, but also for man. 


Positive Immunisation Against Poliomyelitis 


Immune serum-globulin (gamma-globulin) has received 
much attention during the past few months ; but, since 
it does not give long-term protection against polio- 
myelitis its use can at best be only a stopgap. It may 
be of temporary value in curbing the onslaught of an 
epidemic, but the passive protection that it may confer 
is fleeting (probably not exceeding three to five weeks) 
and its administration may not be of any value after the 
clinical signs of infection are already apparent (Harman 
1934). 

If an economically practical method for determining 
susceptibility to poliomyelitis were available, then the 
use of immune serum-globulin might be justifiable ; but 
as we lack the necessary diagnostic tests, a public-health 
programme which utilises this method of prophylaxis 
must recognise that the limited supply of immune serum- 
globulin may be needlessly dissipated in children who 
are already immune to poliomyelitis. Of those non- 
immunes who receive immune serum-globulin, perhaps a 
few will be fortunate enough to contract an inapparent 
immunising infection and thus benefit by the treatment ; 
but at present we are unable to determine whether or 
not the desired immunising infection has occurred. Thus 
in order to play safe one must continue to give immune 
serum-globulin approximately once every month during 
the period of exposure. 

Secondly, we now recognise at least three immuno- 
logically distinct types of poliomyelitis virus—types I, 
i, and 111, more familiarly known as Brunhilde, Lansing, 
and Leon types, respectively. To be effective under field 
conditions the immune serum-globulin must contain 
antibodies in sufficiently high titre to give protection 
against each of the three known types. It is true that 
Bodian (1949) has shown that a large immune-serum- 
globulin pool collected in the United States neutralised the 
three known types of virus, but this does not necessarily 
mean that all immune serum-globulin preparations would 
give similar results. Judging by past performance, there 
is good reason to believe that the officials of the Biologics 
Control Division of the U.S. Public Health Service would 
not approve the recommendation of the indiscriminate 
use of immune serum-globulin for the prevention of 
poliomyelitis unless the licensed manufacturers could 
furnish quantitative data on each and every lot of 
released material showing that the product had been 
adequately tested and proved to be satisfactory. At the 
moment it would be very difficult for the manufacturers 
to make such quantitative determinations. 

Also we must be realistic about the available supply 
of immune serum-globulin and its cost. At present there 
are eight licensed manufacturers, and a recent survey 
conducted by the National Institute of Health (Workman 
1952) has shown that the total 1952 production will be 
approximately 3806 litres of immune serum-globulin. 
Estimating that each treated child would receive an 
average single dose of 7-5 ml., good for approximately 
one month’s protection, it is seen that if the entire 
immune serum-globulin production of the United States 
were used solely for poliomyelitis prevention there would 
be enoug’: material to treat only 507,466 chiidren—or 


ro 

ter 
pr 
be 
we 

to 
sat 

th 

of 

sel 

or 

im 
pr 

pa 
se 

re 

ho 
ay 
tis 

al 

fir 

ad 

a 
to 

lin 

th 

qr 

th 

fe 
he 

ay 

re 
us 
a 

2. 


THE LANCET] 
= 


roughly 1-7% of the children in the United States under 
ten years old.! 

Furthermore, immune serum-globulin is not a cheap 
product. Estimating that the cost to the patient would 
be $3.00 per ml., the cost of an average dose (7-5 ml.) 
would be $22.50, or a total of over $665 million, if stocks 
sufficed for a single application of immune serum-globulin 
to all children under ten years of age. Naturally, this 
expense would not be a deterrent if the product was 
satisfactory and conferred something more substantial 
than fleeting or temporary protection ; but on the basis 
of the facts presented above I am sure that immune 
serum-globulin is not the answer that we are seeking in 
order to control poliomyelitis. 


Poliomyelitis Vaccines 


The alternative is to develop a safe and practical 
immunising agent—a vaccine that will give long-lasting 
protection against the disease. 

Morgan (1948) has shown that monkeys inoculated 
parenterally with inactivated poliomyelitis virus produce 
serum-antibody in high titre and develop measurable 
resistance to challenge with virulent virus. There are, 
however, two formidable obstacles to overcome in 
applying this procedure to man: (1) poliomyelitis virus 
cannot be concentrated and readily freed of the nervous- 
tissue components, which are responsible for inducing 
allergic encephalitis ; and (2) it would be impossible to 
find enough monkeys to produce such a vaccine in 
adequate quantities. 


MODIFIED LIVING VIRUS 


I am, and have been, in full agreement with Theiler 
(1952a), Burnet (1951) and my associates (Koprowski et al. 
1952) that probably the most logical and practical way 
to immunise against poliomyelitis is to use a modified 
living virus by the natural portal of entry—namely 
the oral route—under carefully controlled biologic and 
quantitative conditions.? At this point, I should mention 
that Kolmer and Rule (1934) were possibly the first to 
feed living poliomyelitis virus to rhesus monkeys in the 
hope of immunising them against the disease. The 
approach was correct; but unfortunately an immune 
response was not attained, because the wrong host was 
used in these early studies. 

Recently my associates Koprowski et al. (1952) took 
a most important step by showing that living polio- 


1. According to the U.S. Department of Commerce (1951) 
there were, in 1950, 16,324,000 children in the United 
States under five years old ; 29,565,000 under ten; and 
40,926,000 under fifteen. 

2. In many ways the work that has been done in my laboratory 
with the “intranasal” or ‘ conjurivtival” type of 
Newcastle-disease vaccine has served as a most useful 
guide for our poliomyelitis studies. Thus, my associates, 
Dr. Markham and Dr. Bottorff have amply demonstrated 
that the relatively mild Blacksburg strain of Newcastle 
disease is readily capable of immunising either fully 
susceptible or passively immune baby chicks, derived 
respectively from non-immune or immune flocks, provided 
the natural portals of entry of the virus—namely, the 
intranasal or conjunctival routes—are employed (Mark- 
ham and Bottorff 1951). Such vaccinated birds readily 
withstand intranasal challenge with highly virulent field 
strains of virus five, seven, and ten weeks later. On the 
other hand, very poor or entirely negative results are 
obtained when the Blacksburg strain of virus is adminis- 
tered by unnatural routes (e.g., intraperitoneal, sub- 
cutaneous, or intramuscular), in passively immune chicks 
derived from immune flocks. Such negative results are 
undoubtedly caused by the virus agent being rapidly 
neutralised by the antibodies present in the body-fluids 
and tissues of such passively immune chicks. These 


findings emphasise the importance of employing the 
natural portals of entry when using living modified 
viruses as immunising agents. 
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myelitis virus of low virulence could be safely fed to 
human volunteers. Briefly, the virus used was prepared 
from the brain and spinal cord of cotton-rats infected 
with an apparently attenuated Lansing type strain of 
poliomyelitis virus. The virus was fed to 20 human 
volunteers and in none of the 20 were any symptoms of 
illness or a temperature rise noted, although all individuals 
were observed most carefully. Most of the treated volun- 
teers became intestinal carriers of the virus that was fed. 
All that were not initially immune developed antibodies 
to the homologous Lansing-type viruses, but not to the 
heterologous Brunhilde-type viruses, which apparently 
are the commonest type isolated from human patients 
and carriers at present. This approach, employed by 
Koprowski and his colleagues (1952), is being continued 
ou a larger scale by our laboratory in conjunction with 
the California State Department of Public Health, the 
California State Department of Mental Hygiene, and the 
George Williams Hooper Foundation of the University 
of California. Thus, my associates, Koprowski, Jervis, 
Norton, and Nelsen (1953), have fed the living TN strain 
of poliomyelitis virus to an additional’ 61 children and 
have confirmed and amplified the findings obtained in the 
original 20 human volunteers. None of the 61 children 
showed any clinical signs of illness. Virsemia was not 
evident in any instance. An intestinal carrier state 
was established in 29 individuals and a specific antibody 
rise was observed in most of the 61 treated children, 


POSSIBLE SOURCES OF VIRUS 


While I fully agree that the use of living modified 
virus offers the most logical approach to the polio- 
myelitis problem, I do not think that infected mam- 
malian tissues are necessarily the most desirable or the 
best for the purpose of immunising man. The approach is 
correct ; but the use of infected mammalian tissues as 
a source of living virus is not ideal since, on a production 
scale, there would always be a risk of picking up other 
contaminating viruses: or other microbic agents that 
might be infectious for man—e.g., lymphocytic chorio- 
meningitis, Sabin’s B virus, encephalomyocarditis viruses, 
rickettsialpox, or salmonella. 

It is quite possible that the excellent work of Enders 
et al. (1949) in growing all three types of poliomyelitis 
virus in tissue culture may help to solve the problem. 
Tissue-culture preparations, however, present a variety 
of technical difficulties that must be overcome before 
vaccine production can be a practical and economical 
procedure. First, tissue cultures of the type now used for 
cultivation of poliomyelitis virus require the most rigid 
aseptic technique to prevent bacterial contamination. 
This requires highly skilled technical help. Second, with 
the exception of Frenkei’s work with foot-and-mouth 
disease virus (Frenkel and Frederiks 1949), no-one has 
developed a truly practical tissue-culture method for 
growing viruses on a mass-production scale. Third, 
poliomyelitis virus has so far been cultivated only in the 
tissues of certain susceptible species—namely, monkey 
or human tissues. Here again we would always be 
confronted with the potential danger of picking up other 
contaminating viruses or other microbic agents infectious 
for man. 


3. Frenkel has introduced some very ingenious yet practical 
tissue-culture techniques for producing foot-and-mouth 
disease vaccine against at least three immunologically 
distinct types of the virus (European A, O, and C types) 
using explanted epithelial tissue of the bovine tongue or 
rumen. But his problem has been somewhat simplified 
by the fact that the maximal growth of the virus (titres 
of 10~* or greater) is obtained within eighteen to twenty- 
four hours. This greatly facilitates the suppression of 
bacterial contaminants by use of antibiotics or sulphon- 
amides. Furthermore, his final product is a killed vaccine 
wherein all living virus has been inactivated with 
formalin (Frenkel 1952). 
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Thus it is apparent that the poliomyelitis problem 
would be greatly simplified if we could use the developing 
chick embryo as a propagating medium, since in our 
experience it igs most nearly the ideal tissue for mass- 
producing virus vaccines. The chick embryo is always 
readily available ; it is cheap; and it is free from poten- 
tially dangerous micro-organisms. Moreover, we have 
gained a tremendous amount of experience in using chick 
embryos for the mass production of live virus vaccines, 
such as yellow fever, rabies, Newcastle disease, canine 
distemper, infectious laryngotracheitis of fowls, fowlpox, 
and pigeon pox; and killed vaccines, such as Rocky 
Mountain spotted fever, typhus fever, Q fever, influenza, 
mumps, Japanese-B encephalitis, and equine encephalo- 
myelitis (Cox 1952). On the other hand, one of the 
characteristic identifying features of poliomyelitis virus 
was derived from the fact that it has never been serially 
cultivated in chick embryos (Casals and Olitsky 1949). 
Furthermore, Enders (1952), stated recently that he and 
his associates failed ‘‘ to cultivate the Lansing strain of 
poliomyelitis virus in chick, mouse, or beef embryonic 
tissue nor in the testicular tissues of the rabbit,’’ whereas 
the agent was readily propagated in cultures of human 
or monkey tissues. 


GROWTH OF POLIOMYELITIS VIRUS IN CHICK EMBRYO 
In spite of the unsuccessful attempts of others as well 


as ourselves, we have steadfastly persisted in our efforts 


to establish poliomyelitis virus in the developing chick 
embrye. We stated in December, 1951, before the New 
York Academy of Sciences, that we were confident that 
Someone would eventually succeed in doing the job 
(Cox 1952). Today I am happy to announce that workers 
in my laboratory have at last definitely succeeded in 
inducing the MEF 1 strain, Lansing-type poliomyelitis 
virus to grow in the developing chick embryo. Major 
credit for this outstanding achievement belongs to three 
of my staff members, Dr. Arden W. Moyer, Dr. Manuel 
Roca-Garcia and Dr. Victor J. Cabasso, and their loyal 
associates, who persevered in their efforts and refused 
to take ‘“‘no’’ for an answer (Moyer et al. 1952, Roca- 
Garcia et al. 1952, Cabasso et al. 1952). 


Dr. Moyer, who is a biochemist from Dr. du Vigneaud’s 
laboratory at Cornell University Medical College, paved 
the way by bringing about a modification of the MEF1 
virus by carrying each of two sublines of the virus (A 
and B series) through more than 150 serial transfers in 
suckling hamsters, using the intracerebral route of 
inoculation and brain tissue for passage. By this pro- 
cedure the virus in suckling-hamster brain tissues 
eventually reached an titre of to 10-7° or 
even greater, as judged by intracerebral titrations in 
white mice. Our original concept was to use this technique 
to deveiop a virus of high titre for the production of a 
more practical complement-fixation diagnostic antigen, 
such as Casals et al. (1951) and Selzer et al. (1952) have 
reported by adapting the MEF 1 strain to newborn mice. 
The high titre attained in suckling-hamster brain tissues 
prompted us to redouble our efforts to establish the polio- 
myelitis virus in developing chick embryos. Every man on 
the staff was repeatedly encouraged to get the job done. 

Dr. Manuel Roca-Garcia, who was formerly director 
of the Carlos Finlay Institute for Yellow Fever Research, 
Bogota, Colombia, was the first to establish the MEF1 
strain of poliomyelitis virus in chick embryos using the 
yolk-sac route of inoculation. He used the 119th hamster 
passage of Moyer’s substrain A as the original inoculum. 
The strain has been maintained continuously in chick 
embryos since March 3, 1952. Thus far this chick- 
embryo-adapted strain has been carried through more 
than 43 serial passages using a 10-20% suspension of 
chick embryo for transfer. The infected chick-embryo 
tissue of this series now shows a titre of 10-* to 10~‘ for 
white mice inoculated intracerebrally. 

Dr. Victor J. Cabasso, formerly of the Pasteur Institute 
in Paris and Tunis, was the first to establish the MEF1 
strain of poliomyelitis virus in chick embryos by the 
allantoic-cavity route of inoculation. Dr. Cabasso and 


his associates, working as a separate research team, 
have confirmed and somewhat amplified the findings of 
Dr. Roca-Garcia. Dr. Cabasso’s group established the 
13lst hamster passage of Moyer’s substrain A in chick 
embryos on April 15, 1952, and has carried this strain 
through more than 42 serial passages. The infected 
chick-embryo tissues of this series now show an LD,» 
titre of 10-* to 10-5 for white mice. 

In addition, both Dr. Cabasso and Dr. Moyer have 
established the MEFI1-B series of Moyer’s hamster- 
passaged virus in chick embryos. Dr. Cabasso has two 
passage series of the MEF1-B strain of virus growing: 
one initiated with the 127th hamster passage and another 
with the 139th hamster passage. Dr. Moyer likewise 
initiated his chick-embryo passage series with the 139th 
hamster-passage virus. Thus far, all three series have 
been carried through more than 20 serial passages each 
in chick embryos. In one of Dr. Cabasso’s MEF1-B 
chick-embryo-propagated series the mouse LD,, titres 
have increased from 10~‘ at the first egg-passage level 
to greater than 10~—’ at the 7th passage. 

The identity of the chick-embryo-propagated virus 
strains with the M.E.F.1 Lansing-type poliomyelitis virus 
was determined as follows : 


1. When tested at different chick-embryo-passage 
levels, the virus was significantly neutralised by immune 
Lansing-type antisera not only prepared in our own 
laboratory but also received from Dr. Joseph L. Melnick 
of Yale University and from Dr. Howard A. Howe of 
Johns Hopkins University. 

2. Monkeys and chimpanzees given chick-embryo- 
propagated virus of the 13th and 17th passage levels, 
either intracerebrally, orally, or intramuscularly, did 
not show symptoms of poliomyelitis, but developed both 
complement-fixing and neutralising antibodies against the 
homologous hamster-passaged virus, as well as against 
homotypic rodent-adapted Lansing-type strains received 
from Dr. Jordi Casals of the Rockefeller Foundation and 
Dr. Joseph L. Melnick of Yale University. 

3. Two rhesus monkeys inoculated intracerebrally 
with a 66% tissue suspension of the 7th or llth chick- 
embryo passage developed typical clinical poliomyelitis 
and showed characteristic histological changes in the 
central nervous tissue. The virus contained in the cord- 
tissue suspensions of both of these monkeys was neutra- 
lised to significant degree by the Lansing-type immune- 
monkey serum prepared in our laboratory against the 
WW strain of poliomyelitis virus (Koprowski et al. 1947). 

4. Monkeys which survived intracerebral inoculation 
with a 66% tissue suspension, or 10~— or 10-* dilutions 
thereof, of the 7th or llth chick-embryo passage devel- 
oped neutralising antibodies as demonstrated by tests 
against the homologous hamster-passaged virus. Further- 
more, all of six rhesus monkeys which were originally 
inoculated with a 66% tissue suspension, or 10— or 10-* 
dilutions thereof, of the 9th or llth chick-embryo 
passage, were found to be immune upon intracerebral 
challenge with the Armstrong-Lansing strain of polio- 
myelitis virus, whereas all of 13 eotenat control monkeys 
used in the test developed typical poliomyelitis in seven 
to fifteen days. 

Conclusion 

Immunisation against epidemic virus diseases-affecting 
man has had its two greatest successes with smallpox and 
yellow fever, against each of which a living modified 
virus is used. In each case immunity of relatively long 
duration is induced in the host by an actual subclinical 
infection with living virus. 

The same principle has been followed in my laboratory 
in developing and producing the new living virus vaccines 
against Newcastle disease, rabies, canine distemper, and 
hog cholera. 

Typhus vaccine, which was used on a tremendous scale 
during the last war, is unusual among killed vaccines in 
that it is antigenically quite stable and apparently gives 
rise to basic immunity lasting as long as five or six years. 

Increasing evidence suggests that the most promising 
means Of immunisation against poliomyelitis is to give 
a modified living virus by the oral route under carefully 
controlled biological and quantitative conditions. 
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The adaptation of the MEF1 strain, Lansing type, 
virus to grow in the tissues of the developing chick 
embryo gives us renewed hope of eventually growing the 
other types of poliomyelitis virus in this laboratory host. 
If this can be done, an effective and safe vaccine against 
poliomyelitis should become available. 
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CENTRE, NORTH STAFFORDSHIRE 2OYAL INFIRMARY, 
STOKE-ON-TRENT 
In the earlier stages of mitral stenosis the dominant 
symptom is shortness of breath, and it is this symptom, 
with its attendant disability, which is the main indication 
for mitral valvotomy. At present dyspnoea is usually 
assessed from the patient’s history, and the cases are 
assigned to clinical grades according to their apparent 
disability (Baker et al. 1952). Postoperative improvement 
in dyspnoea is expressed in terms of the change in clinical 

grading which appears to have taken place. 

In practice the clinical assessment of a symptom is 
never easy, and in cardiac patients various fallacies may 
arise. Thus it is often difficult to distinguish between what 
a patient really cannot do and what he has been told 
he must never attempt. Moreover, in patients who are 
aware that they have an organic cardiac lesion psycho- 
logical factors are so common that, even if one uses the 
broadest clinical grades, there may be considerable 
uncertainty: We therefore thought it desirable to 
ascertain whether there were, in mitral stenosis, any 
readily measurable physiological changes in ventilatory 
function which could be correlated with disability and 
afford an objective index of the clinical grade. Such an 
index might be useful both for preoperative assessment 
of cases and for providing evidence of operative 
success. 

It is generally accepted that the sensation of dyspnea 
is experienced whenever the ventilation per minute 
begins to approach the maximum of which the patient is 
capable (Means 1924, Cournand and Richards 1941). 
Hence, when viewed purely as a ventilatory problem, the 
presence and severity of dyspnea on exertion are in 
general determined by two factors*the patient’s maxi- 
mum ventilatory capacity and the amount of air he 
requires to breathe to accomplish a given amount of work. 

Baldwin et al. (1949) and Gilson and Hugh-Jones (1953) 
have shown that, in most cases of pulmonary dyspnea due 
to pulmonary fibrosis, the maximum voluntary ventilation 
alone, with the patient at rest, correlates well with the clinical 
grade of disability. It is well known that in cardiac dyspnea 
the vital capacity in the resting patient may be reduced, 
presumably owing to congestive or other changes in the 
lung (Peabody et al. 1917). It has also been known for 
some years, although perhaps not widely appreciated, that 
an important factor in the exertional dyspnoea of the cardiac 
patient is an excessive exercise ventilation (Harrison et al. 
1931). These workers suggested that cardiac dyspnea could 
best be measured by an index relating the exercise ventilation 
to the vital capacity. More recently Friedberg (1950) has 
stated that a better index in congestive heart-failure is one 
relating the exercise ventilation to the maximum ventilatory 
capacity. Such an index, however, could only be valid if 
the maximum ventilatory capacity, which is normally measured 
in the resting patient, remains unchanged during exercise. 
There is some reason to believe that, at least in mitral stenosis, 
this may not be true. It has been shown by Ball et al. (1952) 
that in mitral stenosis the intrathoracic blood volume is 
significantly increased during exercise. Such an increase 
might well be reflected in a further reduction of the maximum 
ventilatory capacity during exercise compared with the value 
obtaining at rest. 

We report here an investigation into ventilatory 
function in ambulant patients with mitral disease. It 
was designed to answer the following questions : 

(1) Is the maximum ventilatory capacity, measured in the 
resting patient with mitral disease, significantly reduced ? 
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(2) Does the maximum dulehihadieey capacity decrease 
with exercise ? 


(3) What are the ventilatory requirements for exercise in 
mitral disease ? 

(4) Can simple objective ventilatory tests be correlated 
with clinical grading in mitral stenosis ? 

(5) In what way does successful valvotem modify ventila- 
tory function ? 


Clinical Material and Methods 


26 patients with mitral disease and various degrees of 
dyspnea have been studied. None of them showed 
evidence of right heart-failure, although in one (case 20) 
the liver was palpable. In most of them mitral disease 
was the only valvular lesion, but one man (case 11) also 
had aortic stenosis. For comparison, 20 normal persons 
were similarly studied (5 males and 5 females aged 20-30, 
and 5 males and 5 females aged 30-40). Data from 20 
patients with pulmonary disease are also presented for 
comparison ; most of them were either miners or potters 
with pneumoconiosis. 

The maximum ventilatory capacity was measured directly 
by the maximum voluntary ventilation (M.v,.v.) test described 
by Gilson and Hugh-Jones (1949). The maximum ventilatory 
capacity was also assessed by measurement of the expiratory 
flow-rate over the first */,-sec. period of forced expiratory 
vital capacity tracings (E.F.R.“°) recorded on a fast-moving 
kymograph. The mean value obtained from six consecutive 


tracings was taken on each occasion ; this £.F.R.*° has been, 


shown to form a stable and repeatable measure which corre- 
lates closely (r = 0-927) with the observed maximum 
voluntary ventilation recorded directly (Kennedy 1950, 1953). 
‘The main advantage of this latter method in the present 
investigation was that it enabled the maximum ventilatory 
capacity to be rapidly assessed in the dyspneic patient 
immediately after exercise for comparison with the value 
obtained at rest. The vital capacity was also recorded in 
all the patients ; but, since it is less well related to respiratory 
dynamics, this finding is omitted here. 

The ventilatory cost of exercise was measured by the stepping 
test devised by Hugh-Jones (1952). In this test a standard 
amount of work is done by each patient, differences-in body- 
weight being compensated for by adjustments in the height 
and rate of stepping. The work level was set at 300 kg. 
metres per minute in all cases. A few of the less disabled 
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{suLy 4, 
were also at higher of 350 even 
450 kg. metres per minute. The standard exercise was 
continued for five minutes whenever possible, but many of 
the more disabled patients could not complete the full 
exercise. 


In the patients with mitral and pulmonary disease the 
disability was assessed clinically in each case before 
respiratory function was tested. The criteria were those 
described by Baker et al. (1952). 

Maximum voluntary ventilation was recorded directly 
with the patient at rest. Next, six expiratory vital 
spirograms were obtained from the resting patient, from 
which the E.¥F.R.4° (expiratory flow-rate) and the vital 
‘capacity could be measured. This latter procedure was 
repeated immediately after the cessation of the standard 
exercise and at the height of the resulting dyspnea. 
The average interval between the cessation of exercise 
and the repetition of the tracings was less than ten 
seconds. 

In measuring ventilatory requirements, the resting 
ventilation was first recorded at one-minute intervals for 
five minutes, and the average ventilation over the last 
three minutes was taken as the resting value. During 
exercise the ventilatory requirement was recorded at 
fifteen-second intervals until the five minutes was 
completed or the patient was forced to stop. These 
frequent readings were made so that we could know what 
ventilation the patient had reached at the time of 
cessation of exercise if he failed to complete the five 
minutes. After cessation of exercise the ventilation was 
recorded at minute intervals during the recovery phase 
until the requirements returned to the resting level. In 
most of the patients with mitral disease all the observa- 
tions were repeated on one or more subsequent occasions. 
From the figures recorded the exercise ventilation (E.v.) 
and the standardised ventilation (s.v.) were calculated 
according to the method of Hugh-Jones (1952). 


The £.v. is the average amount of air, expressed in litres 
per minute, which the patient was breathing during the last 
minute of exercise. The s.v. gives the total ventilatory cost 
of the exercise, expressed as litres of air per each minute 
of exercise. It is calculated by taking the total excess ven- 


TABLE I—VENTILATORY MBASUREMENTS 


20 normal people 


20 patients with pulmonary disease 


Ventilation (litres per minute) Ventilation (litres per minute) 
Case |." Case Age 
Sex Sex 
mo. (yt) Rv. | my. | M.V.V. | Ry. | | M.v.v. 
M | 27 9 21 23 157 163 134 25 M | 46 12 30 109 118 79 
M | 24 12 26 22 161 163 139 75 M | 43 13 26 115 110 89 
M | 25 10 31 32 172 148 140 139 M | 44 12 27 104 106 I 77 
M | 25 ll 24 26 129 142 103 121 M | 55 26 93 96 67 
M | 25 9 27 29 132 128 103 169 M | 49 10 21 104 101 83 
25-2 10-2; 25-8) 26-4 150-2} 148-8 123-8 Mean 47-6) 11-2) 26 105 106-2 79 
M | 31 1l 24 26 198 198 172 104 M | 57 10 30 87 79 57 
M | 36 ll 31 32 103 130 71 9 M | 50 10 19 44 56 25 
M | 39 8 30 32 129 142 97 84 M | 70 31 75 69 Il 44 
M } 31 10 21 19 131 146 113 17 M | 56 10 27 65 64 38 
M | 34 10 27 30 123 150 93 76 M | 57 12 30 78 95 48 
10 26-6 27-8 136-8} 153-2 109 Mean 58 9-8 27-4 69-8 72-6 42-4 
F | 29 10 29 31 89 103 58 73 M | 59 12 29 55 53 26 
F | 27 7 29 31 102 96 71 ll M | 63 24 68 71 44 
F | 29 4 23 25 130 106 105 71 M | 52 12 27 55 53 lll 28 
F | 27 8 24 25 128 87 103 162 M | 52 32 89 73 57 
F | 26 ll 26 26 117 99 91 165 M | 63 13 33 45 49 12 
27-6 8 26-2) 27-6) 113-2) 98-2 85-6 Mean 29 62-4| 59°8 33-4 
F | 33 9 24 26 88 101 62 149 M | 57 10 26 32 29 6 
F | 34 9 27 37 100 85 63 183 M | 58 10 35 40 33 5 
F | 30 8 30 33 90 57 140 M | 59 10 32 40 38 Iv 8 
F | 33 10 31 33 98 122 65 28 M | 59 25 25- 31 0 
F | 37 ll 25 23 66 40 43 23 M | 52 9 27 33 33 6 
33-4 9-4) 27-4 30-4 88-4) 88 58 Mean 57 9-2) 29 34 32-8 5 


R.V., resting ventilation. E.v., exercise ventilation during last minute of standard five-minute exercise. 
8.V., standardised ventilation. &.¥.R.**, expiratory flow-rate. M.V.V., maximum voluntary ventilation. 
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Fig. I—Relation between maximal ventilatory capacity (E.F.R.‘°), 
exercise ventilation (E.V.), and standardised ventilation (S.V.). 


tilation of the patient above his resting level from the start 
of exercise to the end of the recovery period, and dividing 
by the number of minutes of exercise ; the resting ventilation 
per minute is then added to the figure thus obtained. Hugh- 
Jones (1952) showed that, in normal people and in patients 
with pulmonary disease who completed the five-minute 
exercise, the E.V. and s.v. were numerically equal 

For comparison with the normal and mitral groups, a 
large series of patients with pulmonary disease was 
available in whom E.F.R.‘° and M.v.V. had been measured 
as described above, but in the stepping test the E.v. 
alone had been recorded. Since Hugh-Jones (1952) had 
shown in 228 persons, most of whom were suffering from 
pneumoconiosis, that the E.v. and s.v. were equal at 
the end of the five-minute exercise test, we thought it 
valid to compare the E.v. of our pulmonary patients who 
had completed the five-minute test with the s.v. data in 
the normal and mitral groups. To produce our pulmonary 
group we therefore selected the first fiye patients in each 
of the four clinical categories who fell“within a narrow 
age-group and had completed the five-minute exercise 
test. These figures are shown in table 1 and fig. 1. 


Findings 


As noted above serial sets of observations were made 
in the patients with mitral disease and also in the 
pulmonary cases. For simplicity, only the second set 
of observations made in each case are presented here. 
This makes some allowance for any learning effect in the 
tests, and in practice we find that the figures agree closely 
with the mean values obtained from all observations in 
individual cases. 


MAXIMUM VENTILATORY CAPACITY AT REST 


In normal people the mean E.F.R.*° in the age-group 
20-30 was 150-2 litres per minute in males and 113-2 
litres per minute in females. In the age-group 30-40 
it was 136-8 litres per minute in males and 88-4 litres 
per minute in females. 

In patients with pneumoconiosis the mean E.F.R.*° 
decreases as the grade of disability increases. The 
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in this series is not to age, since the 
mean age in the various clinical grades is substantially 
similar. It can be seen from table 1 that the mean £.¥F.R.*° 
decreases from 105 litres per minute in grade 1 to 34 litres 
per minute in grade Iv. 

In mitral disease the E.F.R.4° is below the normal 
values in the different clinical grades (table 1). How- 
ever, compared with the same clinical grades of the 
patients with pneumoconiosis, it does not show the same 
acute decrease with increasing disability, several of the 
most disabled patients having relatively high §.¥.R.*° 
values. 

Except for a few individual discrepancies, the M.v.v. 
values recorded directly agree well with the £.Fr.n.4° values 
in the three groups of people (tables 1 and iv). When the 
M.V.V. values are higher than the £.F.R.*° values, it has 
generally been found that the respiratory rate was 
considerably higher than 40 per minute. 


EFFECT OF EXERCISE ON MAXIMUM VENTILATORY CAPACITY 


The £.¥.R.4° was measured before and immediately 
after completion of the standard exercise test in 14 
normal people, 20 patients with pulmonary disease, and 
26 patients with mitral disease. The findings for all 
three groups are shown in table u. It will be noted that 
10 of the 14 normal people and 17 of the 20 patients with 
pulmonary disease show a small increase in the E.F.R.*° 
value after exercise, the remainder showing a slight 
decrease. The mean change was + 5-57 litres per minute 
for the normal people and +3-6 litres per minute for the 
pulmonary group. 

Although it will be seen that in the patients with mitral 
disease there is no consistent change in the E.¥.R.‘° after 
exercise, many more of these patients show a decrease in 


TABLE II—EXPIRATORY FLOW-RATE (LITRES PER MINUTE) 
AT REST AND IMMEDIATELY AFTER CESSATION OF STANDARD 
EXERCISE 


Pulmonary 


Normal people disease | Mitral stenosis 
198 | 207 | +9 | 33 | 40| +7 1 79| 77 | -2 
103 | 110 | +7 | 37 | 45 | +9 2 79| 84] +5 
129 | 119 | —10 | 40] +7] 1 3 | 109 | 1084 -1 
131 | 137 52 | 56 | +4 4 95 | 89| —6 
123 | 133 | +10 | 53 | 58 | +5 5 94] +3 
172 | 189 | +17 | 58 | 57 | —1 6 53 | 55 | +2 
129 | 143 | +14 | 55 | 61] +6 7 | 112] 92] —20 
132 | 128 | —4 | 61 | 62| +1 8 73 | 66| —7 
88 | 97] +11 | 62/43] o 9 85| 81] —4 
100 | 102 | +2 | 62/63] +1 10 | 84] 68 16 
90} 84| —6 | 55| 69| +14 11 | 73] 78 
98 | 110 | +12 | 59 | +6 66| 59] —7 
66 | 79 | +13 | 67 | 69 | +2 13 62 | —1 
102 | 101 | —1 | 62| 70] +8 14° | 62| 
| 69171] +2 15 84| 76| —8 
118-6 |124-2|+5-57| 72 | 73 | ur | 16 89 | 79 | —10 
176 | 74] —2 17 65 | 66 | +1 
171175) +4 18 74 | 74 0 
2-18 80 | 82 | +2 19 63 | 76 | +13 
| 98 | 91} —7 20° | 37] +7 
a1* | 59] 68] +9 
160-9 164-5 | +3-6 22*| 77| 76| —1 
1v | 23 79| 65| —14 
94° | 81] 73| -8 
| SE. + 1-01 25° | 68| 66| —2 
26* | 80| 75 | —5 
76-2| 73-4) —2-85 
| 8.E. + 1:50 


* Mitral patients who did not complete the full five-minute 
exercise (see table III). 
The 20 patients with pulmonary disease in this table are not the 
same ng those listed in fhe otnee tables, but they are a very similar 
sample 
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the E.¥F.R.4° (17 out of 26) compared with the normal 
and pulmonary groups (7 out of 34). The mean change in 
the 26 cases was —2-85 litres per minute. 

A statistical analysis of the data shows that there is a 
significant increase in the E.F.R.‘° after exercise in both 
the normal group (mean 5-57 +2-18 : 0-05>P>0-02) and 
the pulmonary group (mean 3-6+1-01 : 0-01>P>0-001). 
The fall in the mitral group is not quite significant 
but is highly suggestive (mean —2-85+1-50 : P=0-076). 
However, the difference between the normal and pul- 
monary groups, on the one hand, and the mitral group, 
on the otber, is highly significant (mean 7-27 +1-80, 
P<0-001). 


VENTILATORY ‘‘ COST’’ OF STANDARD EXERCISE 


The ventilatory cost of the stepping exercise at a work 
level of 300 kg. metres per minute was measured in 20 
normal people and the results are shown in table 1. All 
the subjects completed the five-minute exercise without 
difficulty. Their mean £.v. was 26-5 litres per minute and 
their s.v. 28 litres per minute. 

In the pulmonary group the £.v. data alone are shown. 
The mean values in the different clinical grades are 
26 litres per minute in grade 1, 27-4 litres in grade I, 
29 litres in grade 1m, and 29 litres in grade tv. It will be 
seen that there is no appreciable change in the ventilatory 
cost of exercise with increasing disability. 


The results in the patients with mitral disease are. 


shown in table m1. In clinical grade 1 the mean E.v. 
and the s.v. are substantially the same as in normal 
people. In grades 1, m1, and Iv, however, the mean 
values of E.v. and s.v. show that increasing disability in 
mitral disease is associated with an increasing ventilatory 
cost for exercise. The mean values in each of these groups 
are shown in table rv. 


TABLE IIt—VENTILATORY MEASUREMENTS ON 26 PATIENTS 
WITH MITRAL DISEASE 


Ventilation (litres per min.) 
5 
1 7 5 | 20 | 22 | 79 | 84 | 57 
2 |10 | 5 | 31 | 30 | 79 | 88 | 49 
3 | 6 | 5 | 30 32 | 99 | 77 
4 M/30 | 8 | 5 | 32 | 34 | 95 | 94 | 6 
5 M/13 | 9 | 5 | 30 | 32 | 94 | 93 | 62 
Mean| | 264) 8 | 5 | 286) 30 | 91-6) 91-6) 61-2 
6 F {11 | 5 | 26 | 25 | 53 | 40 | 28 
7 F |13 | 5 | 36 | 37 [112 | 79 | 75 
8 | 5 | 45 | 50 | 73 | 68 | 23 
9 M/34 | 9 | 5 | 30 | 31 185 | 81 | 54 
10 | 7 | 5 | 31 | 34 | 84 | 72 | 50 
il M/52 | 9 | 5 | 31 | 40 | 73 | 66 | 33 
Mean 37-7| 99} 5 | 33-2| 36-2) 80 | 67-7| 43-8 
12 F | 35 |12 | 2°] (31) | 34 | 66 | 40 | 22 
13 F/}32 | 6 | 5.) 40 | 59 | 62 | 66 3 
14 F {43 | 9 | 19°] (22) | 50 | 62 | 62 | 12 
15 M/23 |10 | 5 | 44 | 53 | 84 | 62 | 31 
16 |10 | 5 | 48 | 68 | 89 | 81 | 21 
17 Fj 40 | 9 | 5 | 33 | 36 63 47 | 29 
18 M/43 |10 | 5 | 44 | 64 | 74 | 75 | 10 
19 F | 27 8 5 38 | 45 | 70 | 82 25 
Mean| | =| 34:3) 9-2/ 42°{(37-5)| 51-1] 715) 64-4) 19-1 
20 m|30 |13 | 2 | (aa | 37 | 51 
21 F | 38 | 9 | 39) (44) | 59 | 59 | 68 0 
22 M/38 | 9 | (31) | 64 | 77 | 70 | 13 
23 |12 | 5 35 | 54 | 79 | 79 | 25 
24 F | 33 | 11 | 2*| (33) | 52 | 81 | 64 | 29 
25 | M| 29 | 10 115| (40) | 74 | 68 | 66 |-6 
| M|.. | 20 | 3] (86) | .. | 80 | 82 /.. 
Mean) | | 35-5| 10-7} 2**| 38 | 707 | 66:8 | 66:6 


| | | 
* Data on this patient incomplete ; thus no values on this patient 
are included in the mean values for grade-Iv patients. 


Where the patient failed to complete the five-minute exercise 
time the r.v. is shown in parentheses, 
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It will be noted that in the less disabled patients 
(grades 1 and 11) the values for the E.v. and Ss.v. are in 
substantial agreement. In grade 11, however, the s.v. 
is nearly always considerably higher than the E.v., 
although most of the patients in this grade (6 out 
of 8) completed the five-minute exercise. This dis- 
crepancy between the E.v. and s.v. is also seen in 
case 23, the only patient in grade 1v to complete the 
exercise. 


Since only 1 of the 7 patients in grade tv completed the 
five-minute exercise, the mean value for the E.v. in 
this grade is not strictly comparable with the values in 
the less disabled grades. It is reasonable to suppose that, 
had the patients in grade Iv continued to exercise for as 
long as the patients in the other clinical grades, the 
mean value of their £.v. would have been appreciably 
higher. 

8 of the 26 patients failed to complete the five-minute 
exercise test at the second attempt. (The proportion of 
failures was considerably higher at the first attempt, 17 
out of the 26 stopping before the end of the five minutes.) 
In 2 of the 8 patients (cases 20 and 26) the time limit 
appeared to be determined by the fact that their E.v. 


TABLE IV—-MEAN E.V. AND S.V. IN MITRAL DISEASE 


Grade No. of | Mean exercise Mean E.V. Mean s8.v. 
patients time (min.) (litres per min.) | (litres per min.) 
I 5 5 28-6 30-0 
Il 6 5 33-2 36-2 
ul 8 45 37-5 51-1 
IV 6 + ae 38-0 70-7 


had reached the maximum of which they were capable 
when they were forced to stop. The remaining 6 patients, 
however, still appeared to have an appreciable ventilatory 
reserve (E.F.R.4°—-£.v.) at the time of cessation of exercise. 
It requires a considerable effort of will to continue to 
exercise to the absolute limit of ventilatory reserve, and 
the time limit may merely indicate the amount of 
respiratory distress the patient is prepared to tolerate 
voluntarily. On the other hand, when questioned, many 
of the patients said that they stopped the test for reasons 
other than dyspnea—e.g., palpitation, exhaustion, a 
sense of oppression in the chest, aching and fatigue in 
the legs, or dimness of vision. It therefore seems likely 
that factors other than dyspnea in the ventilatory 
sense may be contributing to the disability in these 
patients. 


RELATION OF VENTILATORY FUNCTION TESTS TO 
DISABILITY 


It will be seen that the most important ventilatory 
change in mitral disease is the increase in the total 
ventilatory cost of exercise, expressed by s.v. Moreover, 
the mean s.v. value, in the different clinical grades, 
increases progressively with increasing disability. This 
increase in s.v. is much more striking than the change 
in the E.v. At the same time there is a moderate, though 
smaller, decrease in the E.F.R.*° with increasing disability. 
The relation between the E.F.R.*°, the s.v., and E.V. 
values is shown graphically in fig. 1. Thus the closest 
numerical measure of disability may be obtained by 
subtracting the s.v. from the E.F.R.4°. The difference 
thus obtained is shown in tables 1 and m1, and we have 
termed this value the “ disability index.’’ The mean 
values for the normal, pulmonary, and mitral groups are 
shown graphically in fig. 2. This index is admittedly 
artificial, and we do not imply that it is necessarily a 
measure of dyspnea alone, which would more logically 
be obtained by measuring the ventilatory reserve, where 
the E.F.R.*° is related to the E.v. (ventilatory reserve= 
M.V.V. or E.F.R.4°£.V.). The use of this disability index 
will be discussed further. 
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TABLE V—FINDINGS BEFORE AND AFTER OPERATION IN 
CASE 24, (FEMALE, AGED 33) 


3 te ae 
Ss pe 
ae | | | | 
Date SE <3 os cy g g 
Se) | | | BS | 
AS | “3 


June 3, 1952 Iv 12 2 min.) 29 46 77 76 
32 sec. 
Iv ll 2min.) 33 52 81 83 
36 sec. 
Operation (Mr. G. Crowe) 
Sept. 16, ,, ? ll 5min.| 33 41 67 
Feb. 17, 1953 I 7 os 32 36 77 81 
March 25. I 9 | | 33 | 35 | 77 | 88 


EFFECT OF SUCCESSFUL VALVOTOMY ON VENTILATORY 
FUNCTION 


We have not yet made postoperative observations on 
enough patients to justify any very firm conclusions ; 
but some of our findings seem worth mentioning. In the 
first place we have not found any improvement in 
maximum ventilatory capacity following successful 
valvotomy, despite considerable clinical reduciion of 
disability. The most striking objective change in ven- 
tilatory function associated with clinical improvement 
has been a decrease in the ventilatory cost of the standard 
exercise test. These changes are illustrated by the 
preoperative and postoperative findings in case 24 shown 
in table v. 


Discussion 


Although the number of patients with mitral disease 
investigated in each clinical category was small, the 
results seem definite enough to warrant some tentative 
conclusions. In the first place, although the maximum 
ventilatory capacity is reduced in many cases of mitral 
disease, this reduction does not bear the same close 
relation to clinical disability as it does in most patients 
with pulmonary disease. It seems clear that in mitral 
disease a decrease in the E.F.R.*° alone will seldom explain 
the dyspnoea or serve as an index of disability. It is 
obvious that many factors may contribute to a decrease 
in the E.F.R.‘° in mitral disease—e.g., pulmonary con- 
gestion, brown induration, and infarcts. 

The £.F.R.*° values immediately after exercise show 
that, compared with the normal and pulmonary groups, 
a significantly greater number of patients with mitral 
disease show a decrease in maximum ventilatory capacity. 
This finding is possibly explained by the work of Ball 
et al. (1952), who have shown that in patients with mitral 
stenosis there is an increase in the intrathoracic blood 
volume on exercise. However, the individual figures in 
our series reveal no consistent change in the maximum 
ventilatory capacity after exercise, nor any apparent 
relation between the clinical grade of disability and the 
direction or magnitude of the change. Moreover, even in 
the patients who showed the largest decrease, the 
increased ventilatory defect with exercise is insufficient 
to contribute very significantly to the patient’s disability. 

The most striking finding in mitral disease is the 
increased ventilatory cost of exercise. This hyperventila- 
tion, moreover, seems to be quantitatively related to the 
patient’s disability, as is most clearly demonstrated 
from the values for the s.v. These findings are in contrast 
to those of Richards (1953) ; but, since he only exercised 
his patients for one minute and the work done was not 
standardised, the results are hardly comparable. We 
sonsider that these different findings emphasise the 
mportance of the principles underlying the Hugh-Jones 
exercise test, in which the work done is standardised and 
the ventilatory cost is comparable from patient to 
ratient. 


Although Hugh-Jones (1952) found in normal people 
and in patients with pulmonary disease that the E.v. 
and s.v. values were numerically equal when the five- 
minute exercise test was completed, this finding clearly 
does not apply to the more disabled mitral patients. In 
these patients who complete the five-minute exercise 
test the s.v. is appreciably greater than the E.v. and must 
therefore be taken as the true ventilatory cost of the 
exercise. The reason for this discrepancy between the 
E.V. and 8.v. in disabled mitral patients is not clear. It 
may possibly be due to an abnormal delay in reaching a 
“steady ’’ ventilatory state during exercise, but other 
explanations are possible. Our present data do not permit 
of definite conciusions. 

Thus there appear to be two main ventilatory changes 
in ambulant patients with mitral stenosis which can be 
readily measured by simple tests. There is (1) a small 
variable decrease in the maximum ventilatory capacity, 
and (2) an increase in the ventilatory cost of exercise, 
which rises with increasing disability. It has been seen 
that the true ventilatory cost of exercise can only be 
obtained in the disabled mitral patient from the s.v. 
To combine these two changes in a single index, there- 
fore, it is necessary to relate the maximum ventilatory 
capacity to the s.v. This may be done by subtracting 
the s.v. from E.F.R.*°, and we have termed this difference 
the disability index. This index is clearly artificial, and 
it must be emphasised that in disabled mitral patients, 
in whom the £.v. and s.v. do not correspond, it cannot 
be regarded as a measure of. dyspnoea in the sense of an 
actual ventilation approaching the maximum of which 
the patient is capable. Nevertheless the mean values of 
this index in the different clinical grades of mitral disease 
agree very well with the values similarly obtained in the 
corresponding clinical grades of the patients with pul- 
monary disease, although the cause of the disability in 
the two groups is quite different. This index is only a 
slight variation of Hugh-Jones’s dyspneic index ; but 
we prefer changes in absolute figures to changes in a ratio. 

We think that these two simple ventilatory tests—the 
maximum ventilatory capacity measured as the E.F.R.*°, 
and the ventilatory cost of a standard exercise expressed 
as the standardised ventilation—give valuable informa- 
tion in the assessment of disability. If further work 
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Fig. 2—Disability index (E.F.R.*°-S.V.). 
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confirms these findings, these tests should prove of value 
in differentiating physical from iatrogenic or psychogeniv 
disability and may provide a quantitative measure of the 
results of cardiac surgery. 

Our data on patients after valvotomy are at present 
scanty, but their trend suggests that the main effect of 
successful valvotomy on ventilatory function is to 
reduce the excessive ventilatory cost of exercise—the 
maximum ventilatory capacity remaining unchanged. 

In only 2 of the 8 patients who failed to complete the 
five-minute exercise was pure dyspnea the limiting 
factor. ‘Their symptoms suggest that local muscular 
fatigue, palpitation, and a sense of precordial oppression 
may be important factors limiting their capacity for 
effort. This point has already been emphasised by 
Richards (1953). Christie and Meakins (1934) showed 
that the effort of breathing is increased in congestive 
failure, and Christie, Marshall, and McIlroy (1953) have 
more recently shown that in mitral disease the work done 
in achieving a given ventilation is appreciably greater 
than normal (Christie 1953). This latter finding may 
explain why many patients cease to exercise before their 
E.V. has approached their maximum ventilatory capacity. 

It is tempting to speculate on the relation between ven- 
tilatory changes and circulatory dynamics. It is often 
assumed that hyperventilation in the cardiac patient is due 
to reflexes arising from congested lungs. But similar hyper- 
ventilation on exercise occurs in patients with pure pulmonary . 
stenosis in whom the lungs are oligwemic and the arterial 
oxygen saturation normal. In a woman, aged 27, with 
pulmonary stenosis (confirmed at necropsy), we found an 
‘s.v. of 77 litres of air per minute and an £.¥.R.*° of 101 litres 
of air per minute. The factors common to these patients 
and to those with tight mitral stenosis is an inadequate 
response of cardiac output to exercise. Under these condi- 
tions the demand of the tissues for oxygen during exercise 
must lead to a large oxygen debt, which may well be the 
principal factor in inducing the hyperventilation we have 
observed during the exercise and recovery phase. 


Summary 


The maximum ventilatory capacity and the ventilatory 
cost of standard exercise have been compared in 20 
normal people, 20 patients with pulmonary disease, and 
' 26 patients with mitral disease. The maximum voluntary 
ventilation (M.v.v.) and expiratory flow-rate (E.F.R.*°) 
were measured to give an index of maximum ventilatory 
capacity. The ventilatory cost of exercise was measured 
by the method of Hugh-Jones (1952). 

In pulmonary disease increasing disability is associated 
with a progressive decrease in the M.v.V. or E.F.R.*°, while 
there is very little change in the ventilatory cost of 
exercise. 

In mitral disease increasing disability was associated 
with a moderate but variable reduction in the M.v.Vv. or 
E.F.R.4° compared with normal people, an increase in the 
exercise ventilation (£.v.) at the end of exercise, and a 
greater increase of the total standardised ventilation 
(s.v.) for exercise. 

In disabled mitral patients who completed the five- 
minute exercise test the E.v. and s.v. did not correspond 
as they have been shown to do in normal people and in 
patients with pulmonary disease. In most of the patients 
with mitral disease who failed to complete the five- 
minute exercise dyspnea alone in the ventilatory sense 
did not seem to be the limiting factor. In the normal and 
pulmonary groups a slight mean increase was found in 
the £.F.R.*° immediately after standard exercise, whereas 
in the mitral patients there was a slight decrease in 
the mean E.F.R.*°, 

A disability index has been used in which the s.v. is 
subtracted from the B.F.R.*°, This index is found to 
separate the various clinical grades of patients with 
mitral disease and pulmonary disease equally well. 

We are indebted to Dr. O. Brenner for encouragement and 
advice, and to Dr. Paul Davison for helpful criticism. We 


should also like to express our thanks to Mr. T. M. Bromley, 
s.R.N., and Mr. J. Booth, s.n.n., of the Silicosis Treatment 
Centre, who did the spirometry and the exercise tests. 
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Cournand, 


IS SCALP RINGWORM IN CHILDREN A 
SELF-LIMITING DISEASE ? 


AN EPIDEMIC OF UNUSUALLY MILD FORM 
PRODUCED BY MICROSPORUM AUDOUINI, 
DYSGONIC TYPE * 


C. Howarp WHITTLE 
M.D. Camb., F.R.C.P. 


PHYSICIAN IN CHARGE OF SKIN DEPARTMENT, UNITED 
CAMBRIDGE HOSPITALS 


Scatp ringworm in children, so we are taught, is a 
highly infectious disease which must be vigorously treated. 
It is not lethal, and the patients are not even ill; but 
they are unsightly, especially to their parents and 
school-teachers, and are regarded at least by the latter 
as a menace to the community. The victims must be 
promptly segregated and the scalp attacked without 
delay, usually by epilation with X rays. 

Evidence is accumulating which casts doubt on the 
truth of these accepted views. Spontaneous cure can and 
does occur (Kligman 1952a, Livingood and Pillsbury 
1941, Laur 1951, Beare and Cheeseman 1951); X-ray 
epilation is not always necessary (Thomas 1953); nor 
is the disease always highly infectious. Kligman’s 
observations on the course of an infection in a closed 
community in a mental hospital, and Beare and Cheese- 
man’s findings in a large epidemic in Northern Ireland, 
suggest that we are only just beginning to understand 
the natural history of the infection. The epidemic 
described here yields some additional facts which may 
help vo fill in the picture. 

Microsporum audowini (eugonic form), the commonest 
producer of scalp ringworm, can be readily recognised by 
its colonies on beer-wort agar. The dysgonic form shows 
little or no growth on this medium, and the culture 
tubes are likely to be discarded as sterile. Infected 
material—e.g., hairs and scales—will, however, yield a 
normal growth if the media are enriched with thiamine 
or with pyridoxine in optimal but small amounts 
(Walker 1950a). 

The dysgonic mutant form has often been recovered in 
epidemics but always in association with the eugonic or 
more usual form (Walker 1950b, Beare and Cheeseman 
1951). Hitherto it has not been shown to be solely 
responsible for an epidemic. 


The Epidemic 
This epidemic was apparently confined to one small 
village in Bedfordshire and to one school. The first case 


* Based on a paper read at the tenth International Congress 
of Dermatology, London, July, 1952. 
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TINEA CAPITIS IN A BEDFORDSHIRE SCHOOL 


| Age (yr.) 
Total | Boys) Girls | 
| 
| | Max.| Min. | Mean 
Children at risk .. | 54 |29 | 25 | | 
Children infected 2 8 3 6 
M. audouini, dysgonic form | 10 8 2 | | 


Average duration of treatment without X rays=9 mos, 


was noticed by the school medical officer on Sept. 19, 
1950. It is impossible to say how long this child had 
been infected, and therefore when the epidemic started. 
It was not until six months later that cases began to 
appear in hospital clinics, and I did not see any of the 
patients until May, 1951, eight months after the first case 
had been notified. Fresh cases appeared during June 
and July, 1951; but after this there were no new ones 
until the following February. Then the unusual clinical 
features and the appearance of scalp ringworm in a 
nearby village led us to inspect the whole school. 54 
children (29 boys and 25 girls) were examined under 
Wood’s light. Only 1 positive was found and this, a boy, 
has proved to be the last case from this village and school. 
Of the 54 children, altogether 13 were involved, about a 
quarter (24%) of those at risk (see table). This is a 
considerably higher case-incidence than in the epidemic 
cited by Kligman (1952a), 5%, but it compares with the 
27% in boys in Beare and Cheeseman’s figures (1951). 


Clinical Features 


In the first 4 cases seen by me diagnosis was com- 
paratively easy, though the affected areas were mostly 
small and inconspicuous in daylight. Wood’s light gave 
characteristic green fluorescence of stumps in the patches, 
with outlying small groups of a few infected hairs, 1 or 
2 cm. long. The areas involved were small except two 

—one 8 cm. in diameter in a boy, and the other 6 em. in 
diameter in a girl. The infection spread so slowly that no 
increase was detectable over many weeks’ observation, 
and it appeared to respond to treatment by simple 
applications. ‘ 

The first 3 cases were treated by X-ray epilation. It 
was not until cases had been under observation for some 
weeks that the slow evolution of the disease was appre- 
ciated, and the need for X-ray treatment became less 
urgent. The remaining cases, with 1 exception, were 
treated with local inunction and slowly got well. It now 
seems almost certain that all the patients would have 
recovered without X-ray treatment if we had been willing 
to observe them for longer ; for in the 4 cases which were 
treated with X rays the lesions were no more extensive 
and were certainly spreading no fasterthan in the others. 


Course 


The probable duration of infection of the case first 
diagnosed was at least two years. Treatment of all the 
cases, except those 4 treated with X rays, was by segrega- 
tion, wearing of cotton caps, and application daily of 
Whitfield’s ointment, phenyl-mercuric-nitrate ointment, 
or copper-sulphate lotion (Benedek 1951). When only a 
few infected hairs were present they were, if possible, 
removed manually under Wood’s light, but this operation 
was done seldom (once in fourteen days), and more 
than half of the hairs removed in this way broke off short, 
leaving the infected stump in the follicle. The copper- 
sulphate lotion was used only in the later cases and 
proved moderately effective. It stained only the infected 
hairs, caused some inflammation in the infected follicles, 
and perhaps allowed the hair to fall or to be removed 
more readily. 

All the 13 patients have now recovered and have 
normal heads of hair, except 1, whose small residual 
patches are almost clear. Three negative examinations 


under Wood’s light were required before the children were 
allowed to mix with others. 

The time taken for cure has varied from four to 
twenty months, with an average of nine months. This is 
longer than with X-ray epilation but not excessively long 
if occasional risks of X-ray treatment are considered. 


Mycology 


Microscopy of the hairs showed in all the cases a micro- 
sporum infection. We took cultures from 12 of the 13 
children. Of these, 2 gave very scanty growths (probably 
dysgonic forms) insuflicient for identification. The other 
10 gave pure cultures of M. audouini dysgonicum. Dr. 
Jacqueline Walker, of the London School of Hygiene, 
has identified, or confirmed the identity of, these cultures, 
and has shown the change to the eugonic type of growth 
on media specially enriched with pyridoxine or with 
thiamine. On these media the organisms show the 
typical mycology of M. audouini, the eugonic and 
common form. 

Discussion 


Kligman (1952a) has shown that scalp ringworm, 
induced experimentally in children by rubbing in cultures 
of M. audouini and M. canis, develops, reaches a maxi- 
mum size, and then regresses spontaneously, whether 
treated or not. It is of particular interest to note that in 
most of his cases the infection resolved completely within 
seven months (Kligman 1952b), a figure remarkably close 
to the average period of nine months for recovery in our 
Bedfordshire outbreak. Kligman was using the com- 
moner (eugonic) form of M. audouini: It is possible that 
in Nature the spontaneous cure may be only a matter 
of months (cf. Beare and Cheeseman 1951), and all 
that is needed is segregation of the children and patience 
on the.parts of parents and doctor. At least it seems 
reasonable, if circumstances allow, to watch for a while 
any child infected with scalp ringworm before resorting 
to X-ray epilation, especially if the lesions are not 
increasing in size or number. 

It must be admitted that the loss of schooling resulting 
from the period of segregation in our series is consider- 
able ; but some of the earlier cases responded so well 
to simple treatment that we were led to think that all 
the cases might respond as rapidly, and that at least 
they should be given a chance to do so before X rays 
were used. The alternative plan of allowing the children 
with active ringworm to attend school under strict 
observation and treatment was considered but rejected, 
because the evidence pointed strongly to spread of infec- 
tion from child to child in class or at play—in only 3 
instances were siblings affected—and the risk of further 
spread in the school precincts seemed likely. Such a risk 
was successfully taken by Thomas (1953) in an epidemic 
produced by M. canis. But the epidemiology of M. canis — 
infections is different, and it was clear that in his cases 
spread was chiefly via siblings and intermediate animal 
hosts, the risk of spread at school being almost negligible. 

In choosing between X rays and more conservative 
treatment the physician must judge each case on its 
merits. It may be vital for the child’s career that he lose 
no more than a few weeks at school. Other important 
factors affecting the choice are the competence and 
reliability of the parents in giving home treatment, 
the accessibility of the child for repeated examination 
under Wood’s light, and the presence of other children at 
home likely to become infected. All these factors should 
be properly assessed. 

I believe that this is the first epidemic recorded in 
which the dysgonic form of M. audouini has appeared 
constantly. The dysgonic form seems to be a mutant, and 
its inability to grow on the usual media may be coupled 
with a low degree of virulence or true parasitism. In the 
present epidemic it appears to have established a certain 
equilibrium, or symbiosis, with the tissues of the host, 
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in whose favour the balance seems to be weighted. From 
the literature it seems that such symbiosis may develop 
also in scalp ringworm produced by the eugonic form of 
M. audowini and by M. canis. 


Summary 


An epidemic of scalp ringworm affecting 13 children 
in a small village and its school is described. 

The lesions were difficult to diagnose, atypical, small, 
and very slow in developing. 

They responded in most. cases to simple local 
applications. 

X-ray treatment was used in only 4 out of the 13 cases. 

The average duration of treatment to final cure was 
nine months. 

The organism concerned in all the cases (10) in which 
positive cultures were obtained was M. audowini, 
dysgonic form. 

This is the first epidemic in which this organism has 
been shown to be the responsible agent. 
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GLYCOSURIA occurs when the load of glucose presented 
to the renal tubules per minute by glomerular filtration 
is greater than the rate at which glucose can be reab- 
sorbed. This load is given by the product of the con- 
centration of glucose in the glomerular filtrate (i.e., in 
the plasma) and the glomerular filtration-rate. It is 
therefore clear that the earlier clinical concept of a 
constant-threshold plasma-glucose concentration, above 
which glucose is excreted in the urine and below which 
it is not, is tenable only in the presence of a fixed 
glomerular filtration-rate and a constant tubular reab- 
sorptive capacity. In normal people these last two factors 
appear to be maintained very constant, and the concept 
may then have some value. 

Plasma-glucose levels higher than the usually accepted 
threshold value of 180 mg. per 100 ml., such as occur 
mainly in diabetes, usually lead to glycosuria. In some 
circumstances, however, the renal threshold may be 
raised and glycosuria is absent even with greatly increased 
concentrations in the plasma. Corcoran (1948) has shown 
that in some cases this may be due to an actual increase 
in the reabsorptive capacity of the tubules. In others, 
however, he found a lowered glomerular filtration-rate 
resulting in a decreased load, lower than the reabsorptive 
capacity of the tubules even in the presence of hyper- 
glyewmia. A raised renal threshold is thus associated 
with either an increased reabsorptive capacity or a 
decreased glomerular filtration-rate, or with both. 
Glycosuria would therefore oceur when the plasma- 
glucose level is below 180 mg. per 100 ml., because of a 
diminution in tubular reabsorption and/or an increase 
in glomerular filtration. An impairment of the tubular 
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reabsorptive mechanism has been shown to be associated 
with normal glomerular function in symptomless renal 
glycosuria (Mirsky and Nelson 1943, Nielsen 1948, 
Corcoran 1948, Reubi 1951). Friedman et al. (1942) and 
Reubi (1951), however, found that, although in renal 
glycosuria there was an impaired reabsorption of glucose 
with low plasma-glucose levels, tubular reabsorption was 
normal with higher plasma-glucose levels. 

Renal function has never been investigated in diabetic 
patients who excrete glucose when their plasma-glucose 
levels are below 180 mg. per 100 ml. In view of the 
observations of Friedman et al. (1942) and of Reubi 
(1951) in renal glycosuria, it seemed important to study 
in such diabetic patients the tubular reabsorptive 
capacity for glucose, both when the plasma-glucose levels 
were higher, and when they were lower, than those 
usually regarded as necessary for determinations of 
maximum tubular reabsorptive capacity. The results 
were of considerable interest because they showed that 
the tubular reabsorption of glucose was low when the 
plasma-glucose level was low, and abnormally high when 
the plasma-glucose level was very high. 


Clinical Material and Methods 

Twelve diabetic patients with a lowered renal threshold 
were investigated; four were male, and eight were 
females, of whom three were pregnant. Six patients with 
equally severe diabetes but without any evidence of 
lowered renal threshold were investigated as controls. 
None of the cases showed impaired renal function, as 
judged by the usual laboratory tests. 

A low renal threshold for glucose was demonstrated 
as follows : 

4 hours after the morning injection of insulin the patient 
completely emptied the bladder; 10 min. later the blood- 


TABLE I-—-RESULTS IN TWELVE DIABETICS WITH LOW RENAL 
THRESHOLD FOR GLUCOSE 


38) 22 13 <8 
Ss 
Normal 
persons : 
Men << 131 | 697 375479-7%) .. oe 
Women . 117 | 59 303 +55-3* | .. 
Diabetics 
with low 
renal 
Males : 
Case 1.. 175 | 788 | 481 844 698 1-21 
i 221 999 | 492 1090 584 2-06; 110 
ict 135 | 744 | 355 478 324 1-47 
488 656 385 1-70; 100 
698 940 496 1-89 
162 | 778 | 140 227 222 1-02 
250 405 344 1-17 
428 694 437 1-42 <160 
660 1070 547 1-95 
Females” 
- 199 | 754 | 421 838 604 1:8 100 
178 73 415 7 1°51 100 
ae 257 (1120 | 596 1535 1005 2-86 | <160 
-. 150 | 572 | 254 381 344 1-1 
450 675 516 1:31; 100 
nw 186 | 493 | 269 | 500 423 1:18 
500 930 604 1-69 80 
pie 904 | 1680 916 1:83 
Case 10 .. | 269 | 809 | 377 | 1015 865 1-29 | <160 
173 | 860 75 129-5 100 1-3 
187 324 284 1-14] 130 
308 534 389 1:37 
» Bw 183 | 832 | 227 415 358 1-16 
325 595 451 1-32] 140 
| 731 1340 752 1-96 


*Smith (1943). 
All clearances have been corrected to a surface area of 1-73 square 
metres. 
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sugar level was determined, and as soon as possible after this 
(usually within 15 min.) the bladder was emptied again. No 
food was taken from an hour before the first emptying of the 
bladder to the completion of the test. The patient was 
considered to have a low renal threshold if more than slight 
traces of glucose appeared in the second urine specimen and 
the blood-sugar level was below 160 mg. per 100 ml. ps 
Glomerular filtration-rate was determined by measure- 
ment of the inulin clearance, effective renal plasma flow 
by the p-aminohippurate clearance, and tubular reab- 
sorption of glucose at rising plasma-glucose levels by 
methods previously described (Robertson et al. 1951). 
Glucose does not seriously interfere in the resorcinol method 
used for the inulin determination. The inulin clearance was 
always determined before the glucose infusion was started 
and at a time when the plasma-glucose level was relatively 
normal and the urine-glucose level not high enough to 
jnterfere. 
Tubular reabsorption of glucose was measured whenever 
possible with at least three different plasma-glucose 
levels, usually ranging from 100 mg. per 100 ml. to about 
700 mg. after infusion of glucose. Glucose was measured 
by the method of Schaffer and Hartman (1921) in plasma 
separated from capillary blood collected from the warmed 
lobe of the ear. 


TABLE II—RESULTS IN SIX DIABETICS WITH NORMAL RENAL 
THRESHOLD FOR GLUCOSE 


g 233 

Ss Ss 

13 | F 152 541 258 392 296-7| 1-32 
556 846 346 2-48 180 

729 1105 0 3-56 

14 |F 108 510 138/ 149 146 1-02 
47 509 311 1-64 180 

776 839 433 1:93 

15 |M 148 504 104 154 150 1-025 
406 352 1-69 180 

694 1027 437 1-74 

16 | F 170 1015 40 68 65 1-04 
370 629 455 1-38 180 

542 922 481 1-91 

17 | 120 612 121 145 141 1-03 
329 395 255 1-55 180 

659 790 390 2-01 

18 | F 162 898 370 600 411 1:46 
480 778 448 1-59 180 

640 1035 N 447 2-55 


SSaennee have been corrected to a surface area of 1-73 square 
metres. 


Results 


Table 1 shows the glomerular filtration-rate, p-amino- 
hippurate clearance, and reabsorption of glucose in the 
twelve diabetics with a low renal threshold for glucose. 


In cases 2, 7, and 10 the glomerular filtration-rates were 
surprisingly high and above the generally accepted normal 
range. We have observed rates in the upper limits of the 
hormal range in other diabetic patients, and we are satisfied 
that the high rates in these three cases are real and not due 
to urinary glucose giving a falsely high inulin seeretion and 
therefore high clearance. Moreover in case 7 the renal plasma 
flow was also above the usual normal range. This patient 
was unusually small, and the factor required to correct to a 
standard surface area of 1-73 square metres was very large. 
In six cases it was possible to determine glucose reabsorp- 
tion at only one plasma-glucose level, which in each case 
was well above that at which reabsorption usually reaches 
its maximum (Goldring and Chasis 1944). Although 
glycosuria was known to occur with plasma-glucose levels 
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LOAD OF GLUCOSE PRESENTED TO TUBULES (mg. per min.) 


Fig. I—Relation of the load of glucose (glomerular filtration-rate x 
plasma-glucose level) to the tubular reabsorption of glucose in 
twelve diabetics with low renal thresholds for glucose. 


of 100-110 mg. per 100 ml., reabsorption at the high 
plasma-glucose levels examined was in all the cases 
increased above the highest value given by Smith (1943) 
for the normal range of tubular reabsorptive capacity 
for glucose. In five cases the reabsorption of glucose was 
measured at three or more different plasma-glucose levels 
and in one case at only two different levels. At relatively 
low plasma-glucose levels the reabsorption ‘of glucose 
must have been less than usual, since glycosuria was 
present. 

For practical reasons it was impossible to determine 
inulin clearances other than immediately before the 
glucose infusion necessary to raise the plasma-glucose 
level. Friedman et al. (1942), Goldring and Chasis (1944), 
Coreoran (1948), Nielson (1948), Reubi (1951), and 
Govaerts (1952) have shown that the glomerular 
filtration-rate is not significantly affected by raised 
plasma-glucose levels even as high as 800 mg. per 
100 ml. 

We have assumed that there has been no change in 
glomerular filtration-rate during our experiments. With 
rising plasma-glucose levels the reabsorption of glucose 
increased, in all but cases 3 and 11, to values above the 
normal maximum. It was impossible to be certain that 
the maximum had been reached. In case 11 plasma- 
glucose levels were obtained which did not exceed the 
usual values required for determining the maximum. In 
all the cases, therefore, the reabsorption of glucose, 
although less than normal with low plasma-glucosé levels, 
was not less, and was often greater, than normal with the 
highest plasma-glucose levels. 

Table m shows the results obtained in diabetics with a 
normal renal threshold for glucose. In three of the cases 
there was definite evidence that the reabsorption of 
glucose had reached its maximum ; in the other three it 
has to be presumed that the reabsorption was at its 
maximum. 
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LOAD OF GLUCOSE PRESENTED 
TO TUBULES (mg. per min.) 


Fig. 2—Relation of the load of gi to the tubular reabsorption of 
gi in six diabetics with normal renal thresholds for glucose. 
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Discussion 


The diabetic patients with poor reabsorption of glucose 
at loads corresponding to physiological plasma-glucose 
levels nevertheless had good reabsorption at high loads. 
These findings are in keeping 
with the observations made in 
renal glycosuria by Friedman 
et al. (1942) and Reubi (1951). 
Moreover, in contrast to the 
results obtained in normal 
people (Goldring and Chasis 
1944), there is no evidence that 
the reabsorption of glucose 
had reached a maximum in 
spite of load/reabsorption 
values greater than 1-5. 

Smith (1943) has shown that 
of pl in normal people the reab- 

glucose level to excreted sorption of glucose increases 

and of plasma-inulin With the load of glucose pre- 

evel to excreted inulin 

(after Govaerts 1952). sented to the tubules until 

the tubules are saturated, 
after which it remains constant despite further increase 
in load. Fig. 1 shows the reabsorption of glucose in all 
the diabetic cases with low renal threshold plotted 
against load. 


EXCRETION - RATE 


LEVEL IN PLASMA 
Fig. Relati 


In contrast to the definite maximum tubular reabsorp- . 


tive capacity in the six diabetics with normal renal 
thresholds (fig. 2), there is no evidence that glucose 
reabsorption reaches a maximum in the diabetics with 
ow renal threshold (fig. 1) in spite of very high glucose 
loads. There is, however, some depression of reabsorption 
with these high levels. Eggleton (1953) has found in the 
cat a similar depression of glucose-reabsorption at high 
plasma-glucose levels with absence of glucose ‘Tm. 

It is possible that glycosuria when the plasma-glucose 
level is low is due to an appreciable fraction of the 
glomeruli producing more filtrate than the average, and 
that the failure to reach maximum tubular reabsorption 
when the plasma-glucose is at the level ordinarily neces- 
sary, is due to a corresponding fraction of the glomeruli 
producing less filtrate than the average. This does not 
explain the high reabsorption when the plasma-glucose 
level is very high. Indeed the accepted theories of 
tubular transport of glucose cannot fully explain these 
findings. Jig. 3 shows Govaerts’s (1952) conception of the 
relation between the excretion of glucose and the plasma- 
glucose’ level. With low plasma-glucose levels—i.e., 
between O and H on the graph—there is no excretion 
of glucose. As the plasma-glucose level rises, the urinary 
excretion of glucose begins and bears an exponential 
relationship to the plasma-glucose increments (curve HF 
in fig. 3) until the plasma-glucose level is sufficiently high 
to saturate all the nephrons. The urinary glucose then 
rises linearly with the plasma-glucose level (line FB in 
fig. 3), because any increase in filtered glucose is 
quantitatively excreted. 


If the amount of glucose excreted per unit time with 
plasma-glucose level P, be U,, and the amount of glucose 
excreted per unit time with plasma-glucose level P, be U,, 
and if G is the glomerular filtration-rate with plasma-glucose 
level P, filtered glucose=GP,, and with plasma-glucose level 
P, filtered glucose =GP,. If all the nephrons are saturated at 
P, and P,, then G(P,—P,)=U,—U,, or ee 
the slope of the linear portion of the curve. #53) ue 


If, on the same scale, the urinary excretion of inulin 
per unit time is plotted with the plasma-inulin level, the 
slope of this line (OC in fig. 3) is a measure of inulin 
clearance or of glomerular filtration-rate and is parallel 
to the line FB. This is true only if all the nephrons are 
saturated—i.e., when the reabsorption of glucose is 
constant and at a maximum. If there is an increase in 
glucose reabsorption due to the nephrons not being 
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saturated—i.e., due to a dispersion of glomerular activity 
—the glucose excretion-plasma glucose curve will be a 
continuation of the curve HF and will not be a straight 
line. If some other mechanism is involved in which an 
additional increment of tubular reabsorption might be 
expected to be proportional to the plasma-glucose level, 
a straight line will be obtained, the slope of which will be 
numerically less than the inulin clearance. 

In four of the patients with a low renal threshold 
(cases 3, 4, 9, and 12) the reabsorption of glucose was 
measured at three different high plasma-glucose levels. 
Fig. 4 shows the plasma-glucose levels of these patients 
plotted individually against the glucose excreted in the 
urine. In each case the three points lie on a straight Ine, 
the slope of which is less than that of the line obtained 
by plotting inulin excretion against plasma-inulin. In 
case 11 the highest plasma-glucose level was only 
308 mg. per 100 ml. and the linear portion of the curve 
had presumably not been reached. As in each case only 
one measurement of inulin clearance was made, the 
point representing the inulin excretion at a definite 
plasma-inulin level has been joined to the origin to obtain 
the line, the slope of which numerically represents the 
inulin clearance. The validity of this procedure is inherent 
in the assumption that the urinary excretion of inulin 
is directly proportional to the plasma level, an experi- 
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THE 


‘ion of glucose continues. to increase ander conditions 
n which, in normal people, it would have reached its 
naximum. Gonversely, with low plasn »-glucose levels, 
when the proximal tubules would be expected to 
have removed all glucose from the tubular fluid, 
glucose may diffuse from the plasma into the tubular 
fluid, thus explaining the apparent poor reabsorption 
of glucose with low plasma-glucose levels—i.e., the 
low renal threshold for glucose. Such a proposal is at 
present little more than speculative, but experiments 
are now being made to determine its validity. 


Summary 


In twelve diabetic patients with a low renal threshold 
for glucose the tubular reabsorption of glucose was 
measured at different plasma-glucose levels. 

The values obtained were either within or above the 
normally accepted range for the maximum tubular 
reabsorption of glucose. 

The accepted hypotheses of the tubular transport of 
glucose cannot fully explain these findings. 
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King’s College Hospital, and for their encouragement and 
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coéperated in these experiments, and to Mr. A. H. Dawson 
and Miss Mary Pickett for technical assistance. We are 
indebted to the Board of Governors of King’s College Hospital 
for a personal grant from the Diabetic Fund to one of us 
(J. A. R.), and Messrs. Boots Ltd. for a generous grant to this 
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It has been shown elsewhere (Robertson and Gray 
1953) tuat, in diabetics with a low renal threshold for 
glucose, tubular reabsorption of glucose, although low 
when the plasma-glucose level is low, often exceeds the 
normally accepted maximum when the plasma-glucose 
level is high. The results could not be explained on the 
accepted theories concerning tubular transport of glucose. 

It seemed of interest to study by similar methods 
other forms of renal glycosuria ; but the relative rarity 
of the condition has limited our observations to two 
patients only—one a typical case of renal glycosuria, 
and the other a typical case of Fanconi’s syndrome, 
studied by the courtesy of Dr. C. E. Dent, of University 
‘ollege Hospital, Londen. The renal glycosurie patient 
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TABLE I—-RENAL FUNCTION IN PREGNANCY 


~ ~ = | | 

G18 B| ys | 

| =| | | 

| | 3 

Early pregnancy! 190 | 1090 | 90 171 | 152 | 1:13] 80 
358 680 | 406 | 1-67 
888 | 1690 | 810 | 2-09 

Late pregnancy | 134 826 91 122 77 1-59 80 
441 591} 116 | 4-58 

Six months after) 102 610 | 106 108 88 1-23 80 
delivery | 454 463 | 225 2-06 


was in the early stages of pregnancy when first studied, 
and the observations were repeated towards the end of 
pregnancy and six months after delivery. The oppor- 
tunities of such study are so rare that’ the results are 
recorded in the hope that other workers may make 
similar investigations as opportunity arises. 


Clinical Material and Methods 

The patient with renal glycosuria persistently excreted 
glucose in the urine even when the blood-sugar level 
was as low as 80 mg. per 100 ml. She was aged 22 and 
enjoyed good health but had had glycosuria for twelve 
years. Numerous glucose-tolerance tests had been made 
during the previous two years, all of which demonstrated 
a normal glucose tolerance and a low renal threshold 
for glucose. She was investigated in her second pregnancy. 

The patient with Fanconi’s syndrome was a woman 
aged 38. She had amino-aciduria, glycosuria, and all 
the classical features of the condition, and at the time 
of the investigation was in good health under treatment. 
Her low rertal threshold for glucose was proved by a 
glucose-tolerance test. 

The methods were identical with those described 
elsewhere (Robertson and Gray 1953). 


Results 


Table 1 shows the glomerular filtration-rate, the 
p-aminohippura*e clearance, and the glucose reabsorption 
in the renal glycosuric case. In early pregnancy reabsorp- 
tion rose to a maximum of 810 mg. per minute with a 
plasma-glucose level of 890 mg. per 100 ml. On the 
other two occasions when she was investigated such high 
plasma-glucose levels were not reached, but in late 
pregnancy the glucose reabsorption was only 116 mg. 
per minute with a plasma-glucose level of 411 mg. per 
100 ml. After delivery the glucose reabsorption had 
increased to 225 mg. per minute—i.e., was within normal 
limits—with a plasma-glucose level of 450 mg. per 100 ml. 
Nevertheless this patient excreted glucose in the urine 
when the plasma-glucose levels were below 80 mg. per 
100 ml. at all the stages investigated. 

Table 11 shows the results in the case of Fanconi’s 
syndrome. The reabsorption of glucose was very constant 
indeed and scarcely varied beyond the experimental 
error despite considerable rises in the plasma-glucose 
level. 


TABLE II—-RENAL FUNCTION IN FANCONI'’S SYNDROME 


AD 
Glomeru- | Tubular 
lar ead lreabsorp-| Ratio of | clinical 
— clearance| level | (mg, per aoe ag | hold for 
Gul. per per min.) | (mg. per | sorption | Elucose 
min.) | in.) 00 ml.) min.) 100 mL) 
34 595 29 | #419 152 | 80 
| 600 148-5 6-9 
745 254 } 20 12-7 
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The remarkable changes in glucose reabsorption with 
changes in the plasma-glucose level are recorded, but 
without similar investigations on other patients they are 
not worthy of extended comment. In the patient with 
renal giycosuria the differences between the glucose- 
reabsorption rates in early pregnancy, in late pregnancy, 
and six months after delivery suggest that, during 
pregnancy, fundamental changes took place, affecting 
the mechanism of reabsorption of glucose. The striking 
differences in response of glucose reabsorption to load 
in the patient with Fanconi’s syndrome, in contrast 
to the results obtained in the diabetics previously 
referred to, suggest that there must be a second funda- 
mental mechanism to explain some cases of lowered 
renal threshold. Nielsen (1948), Corcoran (1948), and 
Reubi (1951) have described cases in which there is a 
definite impairment of renal tubular reabsorptive capacity 
similar to that found in the Fanconi syndrome, and 
have clearly demonstrated that the low threshold in 
these cases is due to saturation of the renal tubules with 
low glucose loads. It would be interesting to know 
whether these cases were examples of unrecognised 
Fanconi’s syndrome, and it might be suggested that cases 
with renal glycosuria be examined for amino-aciduria. 


Summary 


The results are reported of the tubular reabsorption | 


of glucose with different plasma-glucose levels in a patient 
with renal glycosuria in early pregnancy, late pregnancy, 
and six months after delivery, and in a patient with 
Fanconi’s syndrome. 
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RESISTANCE TO d-TUBOCURARINE 
CHLORIDE IN THE PRESENCE OF 
LIVER DAMAGE 
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LECTURER IN ANASTHESIA 


T. Crom Gray 
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Ir is well established that patients vary in their 
response to relaxant drugs—not only those which act by 
depolarisation but also those which act by competitive 
inhibition. We have observed clinically that tolerance 
to true curare-like drugs is higher in patients who have 
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DOSE OF d-TUBOCURARINE CHLORIDE (mg. per kg.) 
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NORMAL REQUIREMENTS 
x—x CONTROLLED RESPIRATION 
a—a AIDED OR SPONTANEOUS RESPIRATION 


0 30 60 90. 120 
DURATION OF OPERATION ( min.) 

Fig. |—Iindividual requirements of d-tubocurarine chloride for ? 
administrations to 7 subjects with liver dysfunction. Also average 
requirements of 200 normal subjects (100 with controlled respiration 
and 100 with aided or sp respiration) Vertical lines 
indicate variation in normal response (3 x S.E. of mean). 


received large doses of sedatives and analgesics (Dundee 
and Gray 1951). This phenomenon has now also been 
observed in subjects with varying degrees of liver 
damage, and we report here 9 observations on 7 subjects 
which confirm this clinical impression. 


OBSERVATIONS 


Fig. 1 shows requirements of d-tubocurarine chloride 
(mg. per kg.) of 200 patients undergoing abdominal 
operations (Dundee 1952), and also the individual 
requirements of the 7 cases, having similar operations, 
which showed evidence of liver damage (table 1). The 
anesthetic techniques were standardised, both as regards 
the quantity and quality of drugs used and as regards 


TABLE I—-LIVER-FUNCTION TESTS OF 7 SUBJECTS REFERRED TO IN TEXT. NUMBERS REFER TO CASES SHOWN ON FIG. 1 


4 5 | 
Case 1 2 3 6 7 
a b a b 
Jaundice no no es 
Serum- bilirubin r 100 ml.) 14 0 0 <08 
Serum alkaline p At atase 30-4 10 12 36 56 19 17 4 12 
Total serum-protein (g. per ml. 73 6-7° 9-65t 
Albumin/globulin ratio. 111/1 0-38/1 0-5/1 
nymol tur y 1 10 2 
Zine turbidity .. 6 9 2 ul 
Thymol flocculation .. +++ +++ ++ ++) ++++ 
phalin cholesterol .. +++ +++ ++ ++ + + + +++ 
Urinary urobilinogen (present to dilution of) 1/40 1/30 1/30 
Prothrombin concentration 60% 60% 60% 
(Normal for technique used) .. (57-143) (130-310) 
Macroscopic appearance of liver .. cirrhosis | metastases | metastases cirrhosis amyloid metastases 


* Taken after blood-transfusion. 


t Raised because of high gamma-globulin due to infection. 
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Fig. 2—d-Tubocurarine requirements of a patient at two operations 
performed before and after her liver function was improved by 
splenorenal anastomosis. 


personnel. These are all the cases of liver dysfunction 
that we have been able to investigate since making this 
clinical observation. It is quite apparent that, by any 
statistical test, the requirements of d-tubocurarine chloride 
in these cases were well beyond the range of normality. 
Further evidence in support of this hypothesis was 
provided by a patient (case 1) who had two anesthetics 
using identical techniques. On the first occasion a colec- 
tomy was performed for ulcerative colitis and the 
patient had a marked degree of liver dysfunction. At 
this administration she showed considerable resistance to 
d-tubocurarine chloride (figs. 1 and 2). Following a spleno- 
renal anastomosis there was improvement of the liver 
function, and at a subsequent operation her tolerance 
to relaxant drugs was within the range of normality. 
Table 1m shows the liver-function tests on both occasions, 
and fig. 2 shows the requirements of relaxant drugs, 
expressed as equivalent doses of d-tubocurarine chloride. 
* Laudolissin’ (A. & H.) was the relaxant used at the 
second operation, and since this drug has about half 


TABLE II-—-LIVER-FUNCTION TESTS IN CASE DESCRIBED IN TEXT, 
BEFORE AND AFTER SPLENORENAL ANASTOMOSIS 


Before After 
spleno- spleno- 
renal renal 
anastomosis | anastomosis 
Serum-bilirubin (mg. per 100 ml.) .. 1-4 <0°8 
Serum alkaline phosph: 30-4 9-0 
Total serum-protein (g. per 100 ml.) 7:3 
Albumin/globulin ratio 1-11/1 
tion tests : 
Thymol turbidity .. be is 16 1 
Zine turbidity 6 1 
Thymol +++ + 
Serm colloidal gold 4 
Cephalin cholesterol +++ + 
Serum- seudocholinesterase as 130 
(u/mols/ml./hr) 


the potency of d-tubocurarine chloride (Bodman 1952) 
doses were divided by two. 


DISCUSSION 

Patients with liver damage have a lowered serum- 
pseudocholinesterase (Wilson et al. 1952). Estimation 
of this enzyme was possible in only cases 3 and 7 but 
in these it was found to be reduced. Linkage between 
pseudocholinesterase and end-plate cholinesterase is by 
no means established ; in fact it is known that patients 
with much reduced pseudocholinesterase show no 
cholinergic symptoms. It has been demonstrated, 
however, that the administration of drugs such as 
hexaethyltetraphosphate or tetraethylphosphate, which 
reduce pseudocholinesterase and leave red-cell cholin- 
esterase unaffected, produces an increased response to 
a subsequent injection of acetylcholine (Heymans et al. 
1948). This increased sensitivity was manifested not 
only by the usual cholinergic phenomena of bradycardia 
and salivation but also by convulsive activity of volun- 
tary muscle. If, therefore, a subject with a lowered 


serum-cholinesterase has an increased sensitivity to 
acetylcholine at the end-plate, this might account for the 
resistance to d-tubocurarine chloride shown by patients 
with liver damage. 

Sensitivity to suxamethonium has been demonstrated 
in the presence of lowered plasma-pseudocholinesterase 
(Evans et al. 1952). The explanation offered for this 
phenomenon has been reduced rate of hydrolysis of the 
suxamethonium and hence prolongation of its action. 
An additional factor may be the excess end-plate acetyl- 
choline which we have suggested may result from lowered 
pseudocholinesterase. 
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IDIOPATHIC HYPERCALCAMIA OF 
INFANTS 
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M.D. Belf., M.R.C.P., D.C.H. 
PRINCIPAL PASDIATRIC REGISTRAR ROYAL BELFAST HOSPITAL 
FOR SICK CHILDREN 4 
From the Department of Child Health, the Queen’s University 
of Belfast, and The Royal Belfast Hospital for Sick Children 


Art last year’s annual meeting of the British Pediatric 
Association, Payne and Lightwood (1952) drew attention 
to a syndrome, occurring in young infants, which they 
termed ‘idiopathic hypercalcemia.’’ This syndrome 
was characterised clinically by the onset, at the age of 
3-7 months, of anorexia, vomiting, wasting, constipation, 
thirst, polyuria, and in some cases dehydration. The 
cases were considered to be clinically indistingvishable 
from primary infantile renal acidosis. Biochemically 
the serum-calcium (ultrafiltratable fraction) and blood- 
urea levels were raised, but the phosphorus, phosphatase, 
chloride, and bicarbonate levels were normal. The 
plasma-protein level was raised, the increase being in 
the a,-globulin and y-globulin fractions. Daily calcium 
and phosphorus retention was normal; urinary calcium 
was low in the early stages, later rising to just above 
normal; and renal function was depressed, later return- 
ing to normal. Nephrocalcinosis was found on radio- 
graphy in two cases out of ten. Hyperparathyroidism and 
hypervitaminosis D were not incriminated as causes. 

An example of this syndrome was referred to by Fanconi 
(1951) and further elaborated by Fanconi and Girardet (1952). 
Osteosclerosis (thought to be due to the chronic elevation 
of serum-calcium and serum-phosphorus), microcephaly 
(due to craniostenosis), mental retardation, and congenital 
heart-disease were noted in addition to nephrocalcinosis and 
glomerular insufficiency. Subtotal parathyroidectomy was 
without lasting effect, and artificial skull sutures were created 
in an effort to counteract the craniostenosis. 

Schlesinger et al. (1952) reported a further severe case 
with hypertension but without microcephaly or nephro- 
calcinosis. The disorder was attributed to a collection of 
separate congenital defects. The disease appeared to run 
a benign course, with a tendency to improve. 

The recognition of this syndrome represents a consider- 
able advance in our understanding of the wasted infant 
(Lancet 1953) and further reduces the number of 
undiagnosed cases of ‘‘ marasmus.’’ The present case 
is reported because it appears to shed some light on 
the etiology. 

CASE-RECORD 

A female first-born had a normal delivery and weighed 
6'/, lb. at birth. Apart from a tendency to feed slowly from 
the breast, she progressed satisfactorily until taken off the 
breast at the age of 3 months. “ Insufficient milk’’ was 
the reason given for weaning. At this stage anorexia, vomiting, 
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and constipation started. The baby became listless and 
flabby and ceased to gain weight. 

On admission at the age of 7 months she weighed 111/, Ib. 
and was pale (Hb 61%) and apathetic. She was much wasted 
but not clinically dehydrated. There was gross hypotonia 
but no evidence of rickets. The heart was thought to be of 
normal size, and there was a loud systolic murmur, heard in 
all precordial areas and maximal in the left infraclavicular 
region. The blood-pressure was 110/70 mm. Hg. The 
femoral pulses were present, Gastric peristalsis was visible 
through the thin abdominal wall. The circumference of the 
head was 165/, in. end the anterior fontanelle was prematurely 
closed. There was no other clinical abnormality. 

The following history of medication and vitamin intake 
was elicited. From the age of 3 weeks to that of 5 months 
she was given one or two teaspoonfuls of a proprietary 
carminative preparation (pH 7-7) in each feed. From the 
age of 2 months she was given for 2 weeks a tablet of citrate 
with each complementary feed. From the age of about 3 
months to that of 7 months she received one or two large 
teaspoonfuls of a preparation containing 8-45% of magnesium 
hydroxide (pH 10-7) daily. The indications for this treat- 
ment were said to be slow feeding and constipation. She 
had had a teaspoonful of National rose-hip syrup (vitamin C) 
daily for 3 weeks before admission, a negligible amount 
(one or two teaspoonfuls) of cod-liver oil, and 12 drops (720 
international units) of * Adexolin’ daily for three weeks 
before admission. 

Progress.—Under observation the child has remained 
apathetic and has shown considerable thirst and polyuria. 


Vomiting and constipation have decreased. Her feeds have - 


been of full-cream dried milk, with added fluids to a total 
of 30-50 oz. daily. She has slowly gained weight, interrupted 
jby an attack of otitis media. There seems little doubt that 
she is retarded mentally as well as physically. 

Investigations.—The urine (sp. gr. 1-006-1-018) was acid 
on most occasions. A trace of albumin with pus cells has been 
constantly present, and on one occasion there was a scanty 
growth of coliforms and Staphylococcus albus. Chromatography 
showed no abnormal carbohydrate and a normal pattern 
of amino-acids with much {-amino-isobutyric acid. The 
urinary excretion of calcium was low, being 22-4 mg. daily 
when the serum-calcium level was 14-0 mg. per 100 ml. 
Radiography showed no definite change in heart or lungs ; 
no demonstrable renal calcification; generally increased 
density of bones of forearm, legs, and skull; and some early 
* cupping ” at the wrists. The cerebrospinal fluid contained 
6-3 mg. of calcium per 100 ml. 


COMMENT 

This child exhibits the clinical and biochemical features 
of idiopathic hypercaleemia. Apart from the hyper- 
caleemia, the blood-urea level has remained consistently 
high. The highest figure (170 mg. per 100 ml.) was 
obtained during a period of clinical dehydration. When 
this dehydration had been overcome, the blood-urea 
level fell to 105 mg. This level of urea retention 
represents a considerable depression of renal function, 
which is also reflected in the rather high levels of inorganic 
phosphorus in the serum. The remainder of the blood 
and urine chemistry is compatible with the description of 
Payne and Lightwood (1952) and is given in detail in the 
accompanying table and in the case-record. The hyper- 
tension is probably renal in origin and seems unrelated 
to the congenital cardiac defect, which is unlikely to be 
coarctation of the aorta (the femoral pulses are full), 
and has been thought to be either a ventricular septal 
defect or a patent ductus arteriosus. The murmur has 
persisted in spite of the return of the hemoglobin to 
normal, and is therefore not a hemic murmur. The 
small head is due to premature closure of the fontanelle 
and sutures, and is in keeping with the findings of 
Fanconi (1951). 

If the condition were one of primary hyperpara- 
thyroidism, one would expect to find some, or all, of the 
following: (1) hypophosphatzemia ; (2) hypercalcuria ; 
(3) demineralisation of bone ; and (4) increase in serum- 
alkaline phosphatase. The slight but definite increase 
in bone density and the known tendency for these cases 
to recover are against this diagnosis. On the other hand, 
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BLOOD CHEMISTRY 
| 
ot ite Serum- 8S 
ae 4/55/35 
DS 
a 
Nov. 25, 1952! 18-7 61 | 557 
Dec. 4 ,, {14:3 19-4, 7-6) 
Dec. 8 7, |14-5| 5-9 108 15 | 501 
114 
Dec. 16; | 12-8) 2-9 79 
Dec. 19 4, | 10-2) 5-8| 56 | 86 6-7 
(albumin 4-4,| 
globulin 2-3)! } 
Dec. 30 ,, | 14-0} 7-2| 57 | 105 8-4 
obulin 3: | 
Jan. 19, 1953 170 
Jan. 26 ,, -|15-5| 5-6] 67 | 105 585 | 320 
Feb. » | 12-4) 4-8 91 5-7 
(albumin 
2-2) | 


Electrophoretic pattern of plasma-proteins showed increase of 
(18-2% against average normal value 5-8 %) at expense 
of albumin. 


the findings could be those of primary hyperpara- 
thyroidism with renal damage. This condition cannot 
be positively excluded and remains a remote possibility. 
Vitamin-D intake has been low in this case, and no 
appreciable supplement was given before the onset of 
symptoms. Hypervitaminosis D is therefore an unlikely 
cause. 

Burnett et al. (1949) described a syndrome in adult 
males who had been having prolonged milk and alkali 
therapy for peptic ulcers. These patients developed 
generalised muscular weakness and hypotonia, with 
thirst, polyuria, and ocular calcinosis. The blood and 
urine chemistry was strikingly similar to that of idio- 
pathic hypercalcemia of infants, there being hyper- 
caleemia without hypercalcuria, normal or high level 
of inorganic phosphorus in the serum, impaired renal 
function, and a raised serum-protein level. The main 
points of difference were the ocular findings and the 
presence of a mild alkalosis. The condition has been 
called “milk and alkali’’ disease. These workers 
postulated that the excessive intake of milk and alkali 
had damaged the kidneys, and that this had been 
followed by the clinical and chemical picture as outlined 
above. In support of this explanation, they found 
0 gana on low milk, low alkali, and high fluid 
intakes. 


There is evidence (McCance and Widdowson 1937) that 
alkali—e.g., sodium bicarbonate—given in doses sufficient to 
produce alkalosis may depress renal function, with reduction 
in glomerular filtration. There seems to be no proof, how- 
ever, that such damage may be permanent (Smith 1951). 

Cope (1936) reported several cases of alkalosis due to the 
ingestion of absorbable alkali used in the treatment of peptic 
ulcers. He found the serum-calcium, serum-inorganic phos- 
phorus, blood-urea, and serum-magnesium levels raised. 
Only occasional patients were affected by this alkalotic 
syndrome, and he thought that there was an unusual and 
undetermined sensitivity in these patients. It was con- 
sidered that renal impairment had been caused by the alkalosis, 
and that the kidneys were then unable to excrete sufficiently 
rapidly all the absorbed calcium and magnesium, with result- 
ing high levels in the serum. The serum-inorganic phosphorus 
level also rose slightly. The “ calcium-phosphorus product ” 
(obtained by multiplying together the values for serum- 
calcium and serum-phosphorus), which normally does not 
exceed 40-50, became greatly increased. All Cope’s patients 
recovered when the excessive intake of alkali ceased, but 
evidence of renal impairment persisted for some weeks 
aster the disappearance of the alkalosis and hypercalczmia. 
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Six cases (including the present case) of idiopathic 
hypercalcemia have been seen in the last year at the 


Royal Belfast Hospital for Sick Children. It has been 
possible to re-question all six mothers concerned, and it 
has been found that these children have been regularly 
dosed, over periods running into months, with alkaline 
preparations. Five have had magnesium-hydroxide 
preparations, and three of them alkaline carminatives 
as well. One child has had carminative mixture only. 
In every case these preparations had been given before 
the onset of symptoms of idiopathic hypercalcemia 
and again during the course of the established illness. 
It is not at present known how common this type of 
therapy is among infants, and this point is under 
investigation. Though it is speculative to suggest that 
this alkali medication is the cause of the syndrome, the 
resemblance between the two groups of cases, adult 
and infants, is close, and it is tempting to look for common 
wtiological factors. The following working hypothesis 
is put forward : 

As albumin, pus, and sometimes bacteria have been 
constantly found in the urine, it is possible that the illness 
may begin as pyelonephritis with vomiting and constipation 
and perhaps some depression of renal function. Symptomatic 
treatment with alkalis, commonly one of the strongly alkaline 
magnesium-hydroxide preparations, is then instituted (one 
child had five large teaspoonfuls daily for a week for such 
symptoms). This may produce alkalosis, which may be 
further aggravated by concurrent vomiting. The alkalosis 
may further depress renal function. 

Calcium and phosphorus continue to be absorbed from the 
largely milk diet, the depressed kidneys cannot excrete 
the normal amount of calcium, which accordingly accumu- 
lates in the serum. Similarly inorganic phosphorus may 
accumulate in the serum. Urea is retained and urinary 
excretion of calcium decreases. The “ calcium-phosphorus 
product” increases; this alone, if long continued, may be 
responsible for further renal impairment (Collip 1926), 
nephrocalcinosis, and osteosclerosis. 

The rise in the «,-globulin may be compensatory, to deal 

with the excessive amount of calcium in the blood. Although 
Payne and Lightwood (1952) reported the increase to be in the 
ultra-filterable calcium, this is not to say that there may not also 
be some increase in the protein-bound calcium, and that this 
may be related to the hyperglobulinemia. The fact that 
an alkalosis has not been found might be explained if the 
offending alkali had not been given for a day or so before the 
estimation of the alkali reserve, which had consequently 
returned to within normal limits. 
This hypothetical sequence would have the advantage 
that it would be compatible with eventual recovery, 
as happened in Cope’s cases. In the present case renal 
damage is probably severe. On the other hand, a mild 
and transient case has recently been studied in which 
there was little evidence of impaired kidney function, 
and in which renal damage was Py bably minimal. It 
seems likely that all grades of the condition may occur, 
and that it is only in the severe and chronic cases 
that bone changes, nephrocalcinosis, hypertension, and 
physical and mental retardation are to be expected. 

A possible factor not easily assessed is idiosyncrasy 
to alkalis (Cope 1936). The miiscular weakness and 
hypotonicity of these children is probably a manifesta- 
tion of the hypercaleemia per se (Albright and 
Reifenstein 1948). Apart from the possible deleterious 
effect on renal function, there is evidence that high 
serum-calcium levels may be related to toxic effects 
on the brain (Beare and Millar 1951), and this may be the 
basis of the mental retardation. It has been suggested 
that some effort should be made to lower the serum- 
calcium level by reducing the calcium intake in the 
diet. This was tried in the present case without produc- 
ing any material alteration in the clinical or the chemical 
picture. Symptoms such as polyuria and thirst are 
probably the results of the renal lesion. 

A study of the behaviour of the magnesium ion in these 
cases would be of interest. Cope (1936) thought his findings 


of hypermagnesseemia were due to renal retention. This 
might also be found in the cases of idiopathic hypercalcemia, 
more especially if magnesium hydroxide is incriminated as 
an etiological agent. This point deserves investigation 
because Hirschfelder (1934), in a study of acute nephritics 
treated with magnesium-sulphate purgatives, found high 
serum-magnesium levels to be associated with drowsiness, 
and possibly some of the symptoms of these infantile cases 
may be related to the magnesium ion. 


SUMMARY 


A case of idiopathic hypercalcemia of infancy is 
reported, and attention is drawn to the history of alkali 
medication. 

A resemblance to certain groups of adult cases is noted, 
and a hypothetical «etiology is put forward, with dis- 
cussion of the mechanism of production of some of the 
symptoms. 


I wish to thank Prof. F. M. B. Allen for his helpful advice 
and criticism in the preparation of this paper, and for per- 
mission to publish details of this case. I am indebted to 
Dr. Kathleen Breakey, Dr. Joan Logan, and Prof. G. M. 
Bull for advice, and to Dr. J. A. Smyth and Mr. D. W. Neill 
for much assistance in the biochemical investigation. One 
of the six cases mentioned was under the care of Dr. W. A. B. 
Campbell, to whom I am grateful for details. 
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EFFECTS OF FORCEPS DELIVERY ON THE 
CHILD 


H. R. MacLennan 
M.D. Glasg., F.R.C.0.G., F.R.F.P.S. Glasg. 


CONSULTING SURGEON, GLASGOW ROYAL MATERNITY AND 
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A. B. Hay 
M.B. Aberd., M.R.C.0.G. 


CONSULTING OBSTETRICIAN AND GYNASCOLOGIST TO THE 
NORTHERN REGIONAL HOSPITAL BOARD, SCOTLAND 


M. L. Paterson 
B.Sc., M.B. Glasg., M.R.C.O.G. 
SENIOR RESIDENT OBSTETRIC OFFICER, GLASGOW ROYAL 
MATERNITY AND WOMEN’S HOSPITAL 

EvER since the obstetric forceps were invented some 
three hundred years ago their use has been, from time to 
time, subjected to violent attack. With the introduction 
of cesarean section the more drastic use of forceps 
became less frequent, and the operation of high forceps is 
now rightly regarded as obsolete. Dislike of the forceps 
operation usually has been based upon the damage which 
was held to be inflicted upon both mother and child. 

Until recently there has been little or no criticism 
of mid-pelvic or low-forceps operations, when skilfully 
performed. Today, however, the great advance in 
safety of cesarean section, which has followed the 
introduction of antibiotics and the increased use of 
the lower-segment operation, has aroused criticism of the 
use of mid-pelvic forceps. 

D’Esopo (1949) writes: ‘‘ The ideal to strive for is 
the elimination of this operation as much as possible.”’ 
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He predicts further (D’Esopo 1950): ‘‘ The difficult 
traumatic mid forceps operation will be relegated to 
the obsolete along with craniotomy, high forceps, version, 
bags, bougies, ete. . . . mid forceps should reach a 
theoretical zero with a cesarean section incidence of 
6-5%.”? D’Esopo is supported by others. 

Apart from possible damage to the child at birth, 
concern has often been expressed as to handicaps which 
may possibly affect the child in later life as a result of a 
difficult forceps delivery. In this respect pediatric 
opinion has somewhat altered in recent years; and 
Stewart (1942), for example, suggests: ‘‘ In the past 
birth injury has been assigned far too large a part in 
the etiology of spastic diplegia.’’ Roberts (1939) 
in a follow-up of 66 cases of intracranial hemorrhage 
concluded that this accounted sometimes for spastic 
paralysis but uncommonly for cerebral diplegia. 

The immediate effects of difficult forceps delivery 
can be assessed with some accuracy. The problems 
of subsequent disability can only be solved by a large- 
scale inquiry, of which this article is a preliminary or 
pilot survey. The statistical fallacies in an investigation 
of this kind are formidable and indeed may have pre- 
viously deterred investigators. Wetterdal (1951) has 
conducted a large-scale investigation in Stockholm 
but otherwise references to the late results are few. 


MATERIAL AND METHODS 


The present investigation covered all the forceps - 


deliveries over a period of two years (1946 and 1947) 
in two units, one in Glasgow and one in Inverness. Iti 
was considered important that the follow-up should be 
& personal one and that each mother and child should 
be interviewed and, if necessary, examined. In Inverness 
148 forceps cases of all types were investigated. In 
Glasgow 403 forceps cases of all types were surveyed, 
but only 167 (cases classified as difficult forceps) were 
used in the investigation. 

In investigating the children, normality was judged 
by landmarks in development such as sucking, sitting, 
standing (one year), walking about (fifteen to eighteen 
months), bladder trained (two years), and talking 
(monosyllables fifteen to eighteen months). Obvious 
physical or mental defect was sought. Environmental 
and hereditary factors were noted. Congenital 
abnormalities, if any, were also recorded. 
The Glasgow Study 

The investigation was limited in Glasgow to the 
difficult cases of forceps delivery as it was felt they would 
show mote clearly the dangers, if any, which might arise. 
A standard of ‘ difficulty’? had to be defined for to 
some extent this will depend upon the skill of the 
operator ; a low forceps may be difficult to a tyro while 
a mid-pelvic delivery following deep transverse arrest 
may present no difficulty to a skilled obstetrician. 
The cases we have classified as difficult were those which 
would be generally agreed by the average obstetrician 
to present difficulty in that the house-surgeons in attend- 
ance sought aid from the visiting staff, who then delivered 
or supervised the further delivery of the case. Such 
cases totalled 167. 

The sample was selected solely on the grounds of 
dystocia. Where intercurrent disease of the mother 
might affect the child immediately or later the cases were 
discarded. Therefore, forceps deliveries in cases of pre- 
eclamptic toxemia, antepartum hemorrhage, diabetes, 
&c., were not included. It was realised that intra- 
partum asphyxia might seriously affect the child ; but, 
as it was felt that this factor operated irrespective of the 
mode of delivery, no attempt~was made to exclude 
cases because it had operated. 

The average length of labour was thirty-one hours 
ten minutes. Approximately two-thirds of the cases 
were booked and a third unbooked. 


or social class between the members of the groups 
investigated was less than it might have been, because 
almost all the cases were of three grades—1ii1, tv, and v— 
according to the Registrar-General’s classification. 

During the years covered by the investigation the 
prevalence of contracted pelvis in the Glasgow Royal 
Maternity Hospital was 8-7% ; thus many of the difficult 
forceps deliveries were due to this condition. 


FINDINGS IN GLASGOW 

There were 11 stillbirths (6-7% of the total). The 
necropsy findings in 7 of these were: cerebral hemor- 
rhage (3), asphyxia (3), and asphyxia with spina bifida (1) ; 
in 4 cases no necropsy was done. There were 8 
neonatal deaths (4-8%). The necropsy findings were : 
cerebral hemorrhage (4), brouchopneumonia (2), and 
atalectasis (2). 

The total fetal mortality in 167 cases of difficult 
forceps was thus 11:4%. ‘This is a high figure, and it 
would seem that the foetal mortality could be lowered by 
a more careful selection of cases suitable for vaginal 
delivery, and consequently there would follow some 
increase in the csarean-section rate. The figure, 
however, is not so high as to justify the absolute 
condemnation of the mid-pelvic forceps operation. 

The number of infants who survived difficult delivery 
was 148. No attempt was made to follow up 27 of 
these cases, in which the mothers were either unmarried 
or lived at too great a distance. Personal follow-up 
was, therefore, attempted in 121 cases, and was successful 
in 90 (75%). Of the remainder some were found to have 
emigrated ; and others, who had had temporary lodgings, 
had removed without leaving any address. 

No statistical significance is claimed for this incomplete 
follow-up. Nonetheless, the results are of interest. 
The children examined were between the ages of five 
and six years. 4 had died of conditions unassociated 
with birth trauma—e.g., pneumonia, street accident, 
empyema, or gastro-enteritis. 85 were alive and well 
with no evidence of any abnormal defect, although 4 
of these did show strabismus. 1 child was mentally 
defective and at a special schoo! (the mother had a 
low intelligence-quotient). 

Of the mothers, 63 have since become pregnant at 
least once, and this suggests that their experience had 
not been a serious deterrent to further attempts at 
pregnancy. 
FINDINGS IN INVERNESS 

The concurrent investigation in Inverness-shire covered 
both town and country patients, and no attempt was 
made to concentrate on difficult cases only. The findings 
are included because they illustrate the results of forceps 
delivery in a non-industrial community. 

148 cases were investigated. The total fetal loss 
was 7:-4% (8 stillbirths and 3 neonatal deaths). This 
left 137 cases to be followed up. Owing to emigration 
and removal from the district only 73 (539%) were 
followed up personally. Of these, 2 had died (1 of 
pneumonia, and the other of meningitis when aged 
five years). There was no evidence of physical or mental 
defect in the remainder. These figures accord with the 
experience of the Glasgow investigators. 


CONCLUSION 

This retrospective follow-up was difficult and was 
associated with a very high loss through removal from 
the area in which delivery occurred. Attention should 
certainly be paid to the number of stillbirths and neonatal 
deaths, but of those who survived and were traced, none 
seemed to have suffered any serious physical or mental 
disability as a result of damage by the forceps. 

The investigation, which will be pursued further, 
offers a good opportunity for team-work between hos- 
pital service, family doctor and the local health authority. 
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The family doctor and local health authority will be 
siven details of all babies leaving hospital after a forceps 
delivery and asked to codperate in following them up 
to school age; the district nurse and health visitor 
will pay attention to the times of walking, sitting, 
standing, talking, &c. The family doctor will be 
requested to watch progress and note any inter- 
current illness, until finally the school medical officer 
is able to add his assessment. Neither the mothers nor 
children will be asked to report back to hospital as this 
might cause unnecessary anxiety. 
SUMMARY 

In a pilot survey of the immediate and late effects of 
forceps delivery two groups have been followed up : 
(a) difficult forceps deliveries in Glasgow, and, (6) all 
forceps deliveries in the Inverness area. 

The combined stillbirth and neonatal-death rate for the 
“ difficult ’” cases is high (11-4%), but the late results in 
those infants who survived appear to be very satisfactory. 

The results suggest, not that the operation should be 
abandoned, but that suitable cases should be more 
carefully selected. 
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New Inventions 


ILIAC-CREST SUSPENSION 
IN THE TREATMENT OF SACRAL BEDSORES 


THE prevention of bedsores, though important, is not 
always easy. Into every hospital comes occasionally the 
senile overweight patient, often incontinent and often 
with some cerebrovascular complication which makes 
nursing extrenrely difficult. It is not uncommon for an 
incipient sacral bedsore to be treated by nursing the 
patient on alternate sides—a programme destined to 
produce two further trochanteric sores. As the nursing 
of these, often non-coéperative, patients on their faces 
is impossible, iliac-crest suspension offers the only chance 
of getting their sores healed. It is surprisingly comfortable 
and calls for no special care other than treatment of the 
shoulders for possible pressure necrosis. 

Kirschner wires cut out of the iliac crest in a few days. 
Crutchfield’s skull callipers are inadequate because they 
will not close completely. The best 
appliance can be made by any hospital 
engineering shop from Steinman’s nails. 
One 10-in. Steinman’s nail makes exactly 
two hooks, 3 in.long and */,in. in diameter 
(fig. 1). These hooks are inserted through 
the region of the apterior superior iliac 
spine under direct’vision, one being in- 
serted from within outwards, and the 
other from without inwards and at least 
2 in. away from the first hook. The 
point of each hook will either lie in the 
substance of the ileum or, where the bone 
is thin, penetrate both cortices and lie 
one table of the bone. 

o hooks on each side give support 
yoni ae of enough strength to hold any patient 
for any length of time. The hooks 
should be inserted with the patient in bed. The ‘‘ foot”’ 
end of an operating-table is placed under the patient’s 
buttocks, and the table is raised about 1 ft. Sufficient 
pillows are placed under the head and thorax to allow 
the trunk to remain horizontal. The pins are inserted 
and fixed by cord as shown in fig. 2. The table is 
now lowered and removed. The legs can be put in 
any desired degree of abduction, and if the patient is 
incontinent a receiver can be placed on the bed below 
the perineum. 

It has been my practice to remove the mattress and to 
place gamgee tissue on the wire mattress. Ward dressings 
can then be done from the side with a spot-lamp shining 
through the wire mattress without disturbing the patient. 


Fig. 2—Method of suspension. 


Warmth is achieved by having a large cage over the 
legs and by putting on sheets and blankets in three 
sections. 

It is to be emphasised that this appliance is intended 
only for those unfortunate senile patients in whom any 
chance of success would otherwise have to be foregone. 
It is a technique which may lead to a happy wheel-chair 
life at home instead of permanent confinement to a 
hospital bed. 

N. J. BLocKEY 
M.B. Manc., 


Manchester Royal Infirmary. M.CH.ORTH. Lpool, F.R.C.s. 


Reviews of Books 


Guide to Obstetrics in General Practice 
C. W. Nixon, m.v. Lond., F.R.C.S., F.R.C.0.G., 
professor of obstetrics and gynecology, University of 
London; Eric B. Hickson, M.R.C.S., D.OBST., chairman, 
Wiltshire Local Obstetric Committee. New York and 
London : Staples Press. 1953. Pp. 301. 30s. 


Some readers of this book will wish that it had been 
more dogmatic, but others will approve the authors’ 
intention to stimulate thought and discussion. Naturally, 
much space is given to antenatal care: many practical 
observations are made on the preparation of the woman 
for her labour, and, following current trends, much 
stress is laid on the psychological aspect of management. 
A very good chapter, based on long experiencé, deals 
with the types of call a practitioner may receive from 
midwives. Nearly three-quarters of these come under 
one of the following five headings: ruptured perineum, 
delay in the first or second stage of labour, abortion, 
toxemia, and antepartum or postpartum hemorrhage. 
Of these, ruptuved perineum is dealt with thoroughly, 
but delay in the first stage gets rather more cursory 
treatment, and the practical aspect of delay in the second 
stage, with details of instrumental delivery, is dismissed 
quickly. Much information is given about the treatment 
of postpartum hemorrhage; but in cases of ante- 

rtum hzemorrhage—the rare calamitous hemorrhage 
of placenta previa—practitioners are advised to invoke 
the help of the flying squad. If no squad is at hand, 
treatment with scalp forceps is suggested; for the 
modern view, it is stated, does not allow packing. The 
chapters on the care of the breasts and on breast-feeding 
are admirably written by Dr. Harold Waller, whose 
experience and results command attention even— 
perhaps especially—from those who do not share his 
opinions. 

Looked at as a whole this book is very readable and 
contains a wealth of information, as one would expect 
from the two chief authors. All general-practitioner 
obstetricians will be the richer for reading it; but they 
must not expect always to get unequivocal instructions 
as to what to do, in even the commoner difficulties. 
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And if it is not the essentially practical handbook which 
many will seek, it is also not the review of the literature 
which it often tries to be. The mixture is unusual, 
and will please some more than others. 


Treatment of Respiratory Emergencies Including 
Bulbar Poliomyelitis 
Tomas C. GALLOWAY, M.D., professor emeritus of 
otolaryngology, Northwestern University Medical School. 
Springfield, Ill. : Charles C. Thomas. Oxford: Blackwell 
Scientific Publications. 1953. Pp. 94. 21s. 6d. ° 


In a short but stimulating volume Dr. Galloway 
writes as an otolaryngologist who has made a wide study 
of respiratory emergencies. In dealing with mechahics 
of respiratory obstruction he is particularly interested in 
acute tracheobronchitis and the pathological changes 
resulting from this infection. He advocates tracheotomy 
if there is impending asphyxia, cyanosis, or exhaustion, 
and he follows this with postural drainage and irrigation 
with warm sodium bicarbonate solution. The latter 
promotes vigorous coughing and is said to liquefy viscous 
sputum. He wisely stresses the danger of anoxia, parti- 
cularly of the type which may be present without obvious 
clinical signs. The danger of permanent changes in the 
cerebral cortex as the result of a seemingly short period 
of anoxia is not always recognised, particularly if there 
is an added toxic condition, such as poliomyelitis. 

Dr. Galloway’s main subject is acute bulbar polio- 
myelitis, in which he thinks that the chief danger lies in 
obstruction of the air-passages by secretions. The basis 
of treatment should be postural drainage, continuous. 
aspiration, and tracheotomy. Tracheotomy should be 
performed before the clinical condition has deteriorated, 
and it may be necessary to supplement treatment with a 

,respirator. When there is a tracheotomy opening it acts 
as a by-pass and prevents secretions being sucked into 
the trachea from the pharynx. Inhaled secretions may 
soon produce spasm and precipitate catastrophe with 
little warning. The value of postural drainage is discussed 
in some detail, showing the value of the prone position 
or head-down tilt in the supine posture in keeping the 
lungs clear. 

In concluding chapters further indications for tracheo- 
tomy are discussed, but here, as in bulbar poliomyelitis, 
there is little mention of the possibilities of endotracheal 
aspiration or bronchoscopy. The whole subject is of 
particular interest at the present time when the treatment 
of bulbar and spinal poliomyelitis is so much under 
discussion; and even if the reader may not agree with all 
Dr. Galloway’s statements, he will certainly be stimulated 
by his arguments and the way they are put forward. 


Notes on Mental Deficiency 


J. F. Lyons, 1..¢.P., D.P.M., medical superintendent ; 
W.’ A. Heatron-WarD, M.B., D.P.M., deputy medical 
superintendent, Hortham-Brentry group. Bristol : 
John Wright & Sons. 1953. Pp. 48. 3s. 6d. 


THERE is a need for a booklet on mental deficiency 
“intended to give a concise outline for practical 
purposes,’ but somehow these notes have missed their 
target. Perhaps the aim was not sufficiently clear, 
and the result has been over-simplification, combined 
with references to rarities, which will satisfy neither the 
medical nor the non-medical reader. On the clinical 
side the acknowledged indebtedness to Tredgold’s 
textbook is very obvious, but the briefness of the notes 
distorts the balance so that the reader inexperienced 
in the subject will not distinguish the possible from the 
probable. The most serious criticism is that there has 
been a failure to fuse for the reader the clinical, anatomical, 
and etiological classifications of mental deficiency ; 
and labels are too easily and freely attached to defectives. 
Those being introduced to work among them should be 
encouraged to see them as individuals, with their own 
constitution and experiences. Today, when much is 
being done to integrate the feebleminded into community 
life, the emphasis should be on training, occupation, 
and employment. Of the fifteen photographs, seven 
deal with mongol abnormalities, four with misshapen 
skulls, and one with the rash of adenoma sebaceum, 
while three show a naked boy with Fréhlich’s syndrome. 
This choice of illustrations will confir~ in the susceptible 
reader the impression that most defect: ves are physically 


abnormal, ugly, and unpleasant. A more sympathetic 
visual approach, showing the benefits of special education 
and training, would encourage the student to help 
those whose mental ability is limited. 


Précis de génétique médicale 


Maurice Lamy, professor of medical genetics, Paris 
Medical Faculty, physician, Sick Children’s Hospital, 
Paris. Paris: Doin. 1952. Pp. 256. Fr. 1400. 

THE author of a textbook as short as this must limit 
himself either to an account of the mechanism of heredity 
with illustrations from human pathology or to an outline 
of the way a number of different conditions are inherited. 
Professor Lamy has taken the first course. The book 
is an introduction to human heredity rather than a book 
in which the inquirer can look for a succinct account 
of what is known of the part played by genetic factors 
in causing a particular condition in which he is in’ , 
As an introduction it is very good, though the beginner 
will be troubled by the numerous misprints: the 
mathematical expositions are especially lucid and are 
supplemented by a final chapter on elementary medical 
statistics. Professor Lamy has had the courage, too, 
to write a chapter on the practical application of human 
genetics. Here he is obviously restricted by the repres- 
sive French attitude to family planning. He does not 
consider positive eugenics at all, and considers negative 
eugenics only in the sense that he advises people who 
know that their children would have a serious risk of 
developing genetically determined disease not to marry 
rather than to attempt deliberate limitation of family 
size. 

X-ray Sieve Therapy in Cancer 


BENJAMIN JOLLES, M.D., D.M.R., consultant radiotherapist, 
General Hospital, Northampton. London; H. K. Lewis. 
1953. Pp. 192. 258. 


Dr. Jolles is at pains throughout to emphasise the 
importance of the connective tissue in malignant growths, 
not only in the way in which it influences their spread but 
also in its response to radiation. He begins by surveying 
published work on the properties and reactions of con- 
nective tissue; but though he covers a great deal of 
ground, the precise significance of many of the facts is not 
made clear, and this part is somewhat difficult reading. 
In the second part of the book he reports his studies of 
the protective action of normal tissue surrounding an 
irradiated area. By some careful work on the reaction 
of skin to X rays he has shown how critically the effect is 
dependent on the area of skin irradiated. A very much 
larger dose of X rays can be tolerated when the area of 
skin is very small, for then the normal tissues surrounding 
the irradiated area are exerting their maximum reparative 
effect. He takes advantage of this by giving irradiation 
through a chessboard sieve made of lead. In this way 
the skin to be irradiated is divided into small squares, 
half of which are shielded. After half the treatment has 
been given an alternative sieve is used to treat the 
covered areas. By this means a considerably higher skin 
dose can be given with less reaction. The tumour 
resolution obtained in some of the advanced cases is very 
encouraging. He emphasises that accuracy of placing 
of the grids is highly important : no doubt necrotic ulcers 
may develop if the tiny areas irradiated are allowed to 
become confluent. 

The place of grid therapy has yet to be determined, but 
this book places it on a firmer theoretical basis, and gives 
a hint of its possibilities. 


Textbook of Gynecology (4th ed. Baltimore: Williams 
& Wilkins. London: Bailliére, Tindall, & Cox. 1953. Pp. 800. 
68s. 6d.).—This truly magnificent work by Emil Novak and 
Edmund K. Novak, of Johns Hopkins Hospital, Baltimore, 
has been produced to meet the needs of the medical student 
and practitioner; but, in addition, it is outstanding as a 
book on gynecological pathology. If a knowledge and under- 
standing of pathology is necessary for the interpretation of 
symptoms and signs and the dispensation of treatment, the 
authors have provided an admirable basis for the practice of 
this part of medicine. Emil Novak has made a life study of 
pathology, and his love of his subject is evident throughout. 
There are over 500 illustrations, many in colour, and nearly 
every one demonstrates some important point. 
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The association of methyltestosterone and 
ethinylestradiol in Mepilin produces a 
more complete response in the treatment 
of menopausal disorders than can be 
obtained by the use of cestrogens alone. 

The presence of methvltestosterone 
enables a reduction in cestrogen dosage to 
be made; thus undesirable side effects such 
as breast turgidity and pelvic congestion 
are avoided and the risk of withdrawal 
bleeding is reduced. An increased feeling 
of confidence and well-being is produced 
which is both mental and physical. 


Each teaspoonful (4 ml.) of Mepilin Elixir and each Mepilin Tablet 


contains ethinyleestradiol 0.01 mg. and methyltestosterone 3 mg. 


*‘MEPILIN’ TABLETS Bottle of 25 at 7/- 
and 100 at 21/7 


*‘MEPILIN’ ELIXIR Bottle of 4 fl. oz. at 9/- 
and 20 fl. oz. at 34/5 Prices to the Medical Profession 


DOSAGE: Menopause and geriatric conditions: 
average cases — 3 tablets or 3 teaspoonfuls daily. 
Premenstrual tension and dysmenorrhea — 2 
tablets or 2 teaspoonfuls daily from roth to 22nd 
day of the menstrual cycle. 


Literature and specimen packings are available on request 


THE BRITISH DRUG HOUSES LTD. 
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When the worst is over 


Skill and care have won the battle, and the exbouined body 


is recuperating. 


mean the difference between long, dragging convalescence and 
a -_ recovery. For Tintara is not only beneficial but a 
really palatable burgundy. 


Burgoyne’s 


TINTARA 


(FERRUGINOUS) 


It is then that Burgoyne’s Tintara may 


sugar and is a natural product of sun and ironstone soil. 


It contains no added alcohol or 


PRODUCE OF AUSTRALIA 


P. B. BURGOYNE & CO. LTD., DOWGATE HILL, LONDON, E.C.4. 
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When weight gain 


is essential 


during a specific wasting disease or in convalescence 
when weight depletion is a complication, Stenediol 


ensures full employment of dietary protein and 


the consequent restoration of body tissue. It has this property in 


common with its structural relation, methyltestosterone, 


but unlike the male hormone, Stenediol is free 


from the side-effect of virilisation in the recommended dosage. 
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Anthropology by Blood-group 

THE earlier attempts at grouping the races of man, 
based on language, proved unsatisfactory. It soon 
became clear that invaders establishing a ruling class 
often imposed their vocabulary on the subject 
population, even though they contributed only a 
minor proportion of the genes of the resultant mixed 
race. For example, the Celtic language was probably 
brought to the British Isles by Iron Age Nordic 
invaders; but those who now speak it in Wales 
and the Western Highlands of Scotland have a 
physique closer to the earlier Neolithic immigrants 
coming, it is thought, from North Africa. On the 
other hand, the English have a physique closer to the 
Tron Age Nordics than to the later Anglo-Saxon 
invaders who have made the major contribution to 
the English language. The physica! measurements 
conventionally used in physical anvaropology are 
more reliable than language, though they have certain 
limitations. The inherited element is usually multi- 
factorial,’ and so combinations of quite different 
genes may produce the same effect on development. 
Furthermore, the individual’s physical characters are 
to some extent modified by the nurture he receives ; 
and some of them may have been modified by selection. 
It is not chance that the Eskimos are short-limbed 
and thick-bodied, while Equatorial desert dwellers 
are flat-chested and linear in build; the former 
physique conserves body-heat, the latter facilitates 
heat loss. 

The blood-groups at first sight have none of these 
disadvantages. They are based on single genetic 
factors not modified by nurture and are thought 
to have no distinct selective advantages one over 
another. There are, however, theoretical and some 
experimental grounds for thinking that some selective 
advantages exist. There is already a great deal of 
information about the distribution of the blood- 
groups in different parts of the world 2%; . but this 
represents only a fraction of the information yet to 
be collected. Series showing the distribution of the 
ABO groups, for example, have been collected from 
many parts of the world ; but so far there are only a 
very few series showing the distribution of the newer 
groups, such as Duffy, Lewis, and P. Such ir vestiga- 
tions have confirmed many of the older ideas based 
on physical measurements, but have cast doubt on 
others. For example, the ABO blood-groups agree 
well with the hypothesis that the Neolithic immigrants 
to the British Isles came from North Africa. On 
the other hand, according to the distribution of 
these blood-groups the dark skin and woolly hair 


Eugenics Laboratory 
Oxford, 1950. 


1. Trevor, J. C. Race Crossing in Man. 
Memoirs, no. 36, 1953. 
Boyd, W. C. Genetics and the Races of Man. 
3: Lavoharv, N. Science, 1953, 117, 259. 


of the Papuans and other “ Oceanic Negroce a 
most unlikely to be due to an immigration by African 
natives to these Pacific Islands. The basic concept 
of the method is that, while Homo sapiens may have 
started with most of the known blood-groups already 
present (A, B, and O antigens are found in the anthro- 
poid apes), those stocks which have developed into 
distinct races as a result of geographical isolation, 
with random loss and perhaps selection of genes, 
will also have developed characteristic frequencies 
of the various blood types. Thus stocks which 
have blood-group frequencies differing distinctly 
from those of other peoples are likely to represent 
distinct races, while those with intermediate fre- 
quencies are likely to represent either mixtures of 
the older races or perhaps, in some instances, the 
original stock from which the others have differ- 
entiated. Again, stocks which have similar frequencies 
of the blood-groups—when all the blood-groups are 
considered and not just one type—are likely to have 
had a common origin in the not too distant past. 
Deductions of this kind are, however, subject to 
several possible sources of error. The most obvious 
is that where a stock has developed from a very small 
number of individuals these may by chance have 
had a blood-group distribution far from typical 
of the population from which they sprang. _ A possible 
example of this is the American Indians. A common 
high frequency of M and the presence of CDE show 
the link between American Indians and Northern 
Asiatics. Yet many American Indian tribes, particu- 
larly those in South America, who presumably came 
earliest into the continent, have only blood-group O 
and no A or B, whereas in the North-east Asian 
stock, from which the North American Indians are 
derived, both A and B are present in considerable 
amounts. 


As regards rhesus types cDe is the characteristic 
group of the Negroes, being present in about 40%. 
It is rarely found elsewhere except where Negro admixture 
may reasonably be postulated on* other grounds. cde 
is most common among the Whites, and is especially 
prevalent among the Basques; it is also found in 
moderate amounts in Negroes, but very little elsewhere 
except where admixture with one or other of these 
races is probable—for example, among the Parsees 
and other North Indian groups. CDe is found all over 
the world. Its frequency is highest in the Melanesians ; 
it is common in Whites, Asiatics, and Australian 
Aboriginals ; and it is relatively rare among Polynesians 
and Negroes. The rare group CDE is found moderately 
often only in some Asiatics, American Indians, and 
Australian aboriginals. cDE has an erratic distribution, 
difficult to explain. 

A, is perhaps the most distinctive of the ABO 
agglutinogens. Like cde it is almost confined to Whites 
and Negroes, and it is commonest in the latter. A, is 
widespread and reaches a maximum in Polynesians. 
B is common in Asiatics and Negroes ; but it is relatively 
uncommon in Whites other than Russians, and it is 
very uncommon in Australian Aboriginals, Polynesians, 
and American Indians. O has a peak frequency in 
South American Indians, but it is also frequent in 
geographically peripheral Whites such as the Irish, 
Sardinians, and Berbers, and also in Polynesians. 

N_ has high frequencies only among the aboriginals 
of Australia and of the neighbouring i The 
frequency of M is highest in American Indians, the 
rest of the world showing intermediate frequencies. 
Information on other groups is scanty, but the frequency 
of P is certainly very high in Negroes. Duffy is rare in 
Negroes, intermediate in Whites, and very frequent in 
Northern Asiatics and in American Indians. The 
American Indians are very high in the secretor gene, 
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while Asiatics and Whites are intermediate and Negroes 
relatively low. 

The broad racial groups, then, that may be 
distinguished are Negroes, Whites, Asiatics, American 
Indians, Polynesians, Melanesians, and Australian 
Aboriginals ; but many more detailed relationships 
may be traced. For example, a study of the ABO 
frequencies in Europe suggests that the North Welsh 
are closer to the Irish, Scottish, Sardinians, and 
Berbers of North Africa than they are to their near 
neighbours of South-west England. The Southern 
English are close to the Danes, Northern French, and 
North-western Germans. This agrees with the 
archeological hypothesis of New Stone Age immigra- 
tion into the British Isles from North Africa ; while 
later immigrations, particularly in the Iron Age 
and the Dark Ages, came into Seuth-east England 
from Northern Europe. It is perhaps surprising 
that the differences should still be so distinct after 
more than a thousand years. The Northern European 
group has frequencies for ABO and MN interme- 
diate between the Celto/Mediterranean/North-African 
group and a Central European group higher in A 
and M; but as one goes farther east in Europe the 
pattern is more and more that of the Asiatics, and 
Whites from Moscow appear closer to the Chinese 
in their blood-types than to the Western or even the 
Central Europeans. 

Mendelian anthropology is not of course limited 
to the blood-groups. A number of other characters 


‘which are simply genetically determined may prove 


useful. LEHMANN ‘ has found that sickle-cells, known 
to be common in Africa, particularly East Africa, 
are also found in high frequency in certain very dark 
Veddoid peoples in the Nilgiri Hills of India. He has 
found, too, a connecting link among some tribes in 
Southern Arabia. Since these Indians have no 
cDe it seems likely that the sickle-cells have come 
from India to East Africa as a result of a consider- 
able and, geologically speaking, recent immigration, 
while the gene for cDe is indigenous and derived 
perhaps from a Bushman element. 

It is going to take many years to work out all the 
implications of the distribution of the blood-group 
genes throughout the world; but in the process we 
shall learn a great deal about our species and its 
subdivisions, 


Recovery Homes 


THE first five years of the National Health Service 
lave seen an appreciable expansion of hospital 
services ; but, paradoxically, the lack of them has 
been accentuated. Greater demands on these services 
have more than offset their enlargement, and waiting- 
lists remain long. Regionalisation has created new 
demands from areas where hospital services had 
previously been underdeveloped, and everywhere 
the erroneous belief that most of their National 
Insurance payments goes to the N.H.S. has made 
people feel that they have a good claim to hospital 
care whether they really need it or not. So far, the 
expansion has been achieved mainly by reorganisa- 
tion, more liberal staffing, and small-scale extensions : 
no new hospital has been built in this country for 
fourteen years—even in the new towns. Nevertheless, 
regional boards are looking ahead towards new 


4. Lehmann, H. Man, 1953, 53, 9. 


projects when they can get the money for capita: 
works. 

Liverpool region 1 has been considering the question 
whether the hospital service could be expanded not 
by building further orthodox hospitals but by 
developing ‘‘ recovery homes” or convalescent hos- 
pitals to which patients could be removed as soon 
as they have had the benefit of the diagnostic facilities 
or special therapy of the major hospitals. A census 
was arranged covering 8261 patients, and the medical 
staff were asked to complete a form indicating 
whether or not the patient could be moved to a 
recovery home during his normal stay in hospital. 
The figures were impressive. Excluding children, 
maternity, and short-stay cases, the number suitable 
for transfer was 1740; and translated into regional 
figures this would mean that 30,600 out of 181,000 
patients could have been transferred from the parent 
hospitals—an equivalent of an additional 2995 beds 
(assuming 85°, occupancy). On the other hand, to 
make this possible 2895 recovery-home beds would 
be required (assuming 90°, occupancy), and the 
lower cost of these, in construction and maintenance, 
would be offset by the higher cost of the acute hos- 
pitals when their turnover became greater. With 
a greater strain on the parent hospital, ancillary 
departments and operating-theatres might prove 
inadequate, and teaching and training arrangements 
for nurses and medical students would need modifica- 
tion. But the major disadvantage would be the 
serious interruption of the management of individual 
patients, some of whom might resent being removed 
to what they believed, rightly or wrongly, to be an 
inferior u.‘* After very careful inquiry the Liverpool 
Regionai ! - pital Board and the Liverpool teaching 
hospitals have concluded that such a scheme offers 
no quick solution to their problems, but they think 
that there is scope for small-scale pilot experiments 
and that such homes may have a limited application. 

That a large proportion of patients could be trans- 
ferred is certainly in keeping with experience during 
the war when many central hospitals were partially 
evacuated, but similar evacuation under peace-time 
conditions would be a rather different matter. The 
report sets out the proportion of different types of 
cases suitable for transfer, classifying them by 
specialties and diagnosis; but figures based on this 
type of survey have no very great significance except 
as indicating those groups, such as hernia (78%), 
in which most of the patients could be transferred. 
Significant percentages could be worked out only by 
an actual trial. There is another aspect of such 
a proposal which was not discussed. If simple facilities 
for rest in bed were augmented, the demand on 
hospitals would certainly increase. In England and 
Wales some 600,000 people each year suffer from 
painful relapse of peptic ulcer, but probably not more 
than a fifth of these are admitted to hospital, and then 
their admission is mainly for complications or surgery. 
There would be greater pressure on beds from patients 
with, for example, anxiety states. One of the big 
problems at present in planning hospital services is 
that no-one really knows what is the maximum 


1. The Mocevery Seno in the Hospital Service: an inquiry by 
a joint committee of the Liverpool Regional Hospital Board 
and the Board of Governors of the United Liverpool Hospitals. 
Issued by the regional board, 19, James Street, —* & 

and the board of governors, 80, Rodney Street, Liverpool, 1 
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reasonable medical claim from a given district for 
. given malady. It is quite clear that there is scope 
for experiment, and the Liverpool committee is to 
be congratulated on the stimulus which it will give in 
this direction. But the work of a hospital is mainly 
made up of a limited number of clear-cut groups of 
cases, and, because the facilities are limited, every 
group has to feel the pinch. Pilot experiments with 
small recovery homes would have their greatest value, 
perhaps, if each were related to a particular hospital 
problem—e.g., peptic ulcer, hernia, or protruded 
intervertebral disc. The provision of hospital facilities 
for a given group of cases in a given geographical 
area could then be expanded until the full demand 
was met, and the opportunity could be taken to 
find out whether hospital treatment continued for an 
ideal time would yield corresponding therapeutic 
dividends. 

Recovery homes are only one of the possible 
means of expanding or improving hospital care in 
the future, and other important experiments remain 
to be made. Redesigned outpatient units, experi- 
ments in administration, and pilot schemes for better 
coéperation between hospitals and general practi- 
tioners or industrial medical units are all urgently 
needed. The time is opportune for experiment in 
these few years before major building can take place 
again, and there are great opportunities for well- 
planned surveys to guide future building policy. 
Jould there not be an annual allocation of, say, 
£500,000 by the Ministry of Health to finance a number 
of such special inquiries ? They should bring benefits 
to the public out of all proportion to the original 
expenditure, and they would be a strong stimulus 
to management committees and boards of governors, 
which could compete. for leave to undertake them. 


Diagnosis of Pericardial Effusion 


Most of the classical physical signs of pericardial 
effusion were supposed to demonstrate the size of 
the heart and the effects of pressure on the surrounding 
lung. Nowadays, however, clinical examination is 
directed chiefly to assessing the impairment of func- 
tion ; the size of the effusion is of secondary impor- 
tance, since quite a large effusion, if of long standing, 
may cause remarkably little disability, whereas a 
small amount of fluid collecting quickly may be 
dangerous. For the detection of a raised intraperi- 
cardial pressure, pulsus paradoxus, when present, is 


a most valuable sign; and fortunately this is most 


likely to be found with small rapidly collecting 
effusions, causing a raised jugular venous pressure 
and impending tamponade; acute carditis, though 
it gives rise to a similar over-all picture, is not associ- 
ated with pulse alternation. Electrocardiography may 
yield valuable confirmatory evidence ; for if tracings 
indicating pericarditis (before the effusion appears) 
are followed by demonstrable cardiac enlargement 
and low-voltage curves, the diagnosis is certain. An 
isolated low-voltage tracing from a patient with an 
enlarged heart-shadow is not, however, proof positive, 
since this may occasionally arise from carditis with 
cardiac dilatation. It might be thought that a needle 
would provide the simplest proof of intrapericardial 
fluid ; but, while aspiration of a large effusion may be 
easy, it becomes more difficult (and dangerous) when 


there is only a little fluid present. There is no simple 
direct radiographic method of diagnosis ; for, owing 
to the absence of contrast between fluid and heart 
shadows, the diagnosis has to be inferred from 
changes in the appearance and behaviour of the 
cardiac silhouette. None of the many signs suggested 
in this connection is more than partly successful ; 
some are based on a misconception of X-ray physics, 
while others ignore the principles of hydraulics. 

BrstERMAN and Tomas? have analysed the changes 
they saw in children with acute rheumatism who 
developed a pericardial effusion. They found that 
the most constant early signs were rapid increase 
in the size of the heart-shadow with straightening 
of the left border, followed later by bulging of the 
right border and the development of a globular 
outline. But, as BrsteERMAN and THOMAS point 
out, it is a change that is significant ; and isolated 
observations have little value. Many other signs 
have been recorded, such as a sharpening of the 
cardiophrenic angles, decrease in the normal con- 
cavity of the caval shadow in the right oblique view, 
widening of the mediastinal shadow, and postural 
alterations in the shape of the heart; but these are 
all inconstant, and may equally well be found in 
cases of cardiac enlargement and failure. The pos- 
terior cardiac border, seen in the second oblique view, 
has sometimes been noticed to be hazy when an 
effusion is present.2 A large effusion may certainly 
produce compression collapse of the left lower lobe, or 
be accompanied by inflammatory consolidation in the 
lung, both of which conditions would diminish the con- 
trast around the heart and obscure its outline; but in 
BESTERMAN’S series the observation was made while the 
effusion was still small and in the absence of any pleural 
fluid. The reasons for such lack of definition are not 
clear ; but possibly full allowance is not always made 
for the numerous overlying shadows which always 
tend to obscure this view of the heart. The real 
difficulty in diagnosis is in distinguishing between a 
pericardial effusion and an enlarged heart—in deciding, 
that is, on which side of the cardiac muscle the 
fluid lies. It might be thought that the presence of 
fluid around the heart would modify the pulsation in 
some characteristic way, but experience shows that 
this is not so; and pulsation, even when recorded 
by a kymogram, is an unreliable clue. Diminished 
pulsation is of greater diagnostic significance when the 
heart is small than when it is enlarged, since the 
bigger the heart the less it has to move to maintain 
its output, and the beating of a very large heart may 
be barely perceptible. Evidence derived from these 
indirect methods can never be more than suggestive, 
and only by defining the heart within the pericardium 
can the diagnosis be made with any certainty. This can 
best be done by cardiac catheterisation, curling the 
tip of the catheter against the right auricular wall 
and observing the distance between it and the edge 
of the cardiac outline *; a small quantity of diodone 
may be injected for confirmation. This manceuvre, 
however, requires team-work, and should only be 
undertaken at the larger centres. 

Unsuspected pericardial fluid is not uncommonly 
found during mitral valvotomy, suggesting that 
1, Besterman, E. M. M., Thomas, G. T. 
2. Roesler, H. Clinical Roentgenology of the 


System. Sp eld, Ill., 1943. 
3. Wood, P. Brit. Heart J. 1951, 13, 574. 


Brit. Heart J. 1953, 15, 113. 
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moderate-sized effusions may be commoner than was 
formerly imagined, and that abnormal cardiac out- 
lines, hitherto ascribed to chamber enlargement only, 
may sometimes be partly due to fluid. An effusion 
should be borne in mind whenever the heart shadow 
appears enlarged—though if the pulsation is good it 
is unlikely that much fluid is present. Radiography, 
though it seldom provides conclusive evidence, some- 
times gives an earlier hint of an effusion than does 
any other method. 


Storage of Grafts 


Over forty years ago CaRREL! laid the basis of 
the accepted methods of storing skin and certain other 
tissues for grafting, by showing that skin could be 
grafted successfully after preservation for a few days 
at ice-box temperatures in sealed tubes containing 
liquid paraffin. Clinical methods of skin storage 
entail simply folding the fresh grafts with their raw 
surfaces in contact to prevent evaporation ; wrapping 
them in tulle gras or some similar material, with or 
without the addition of moist saline gauze; and 
finally sealing them in small stoppered vessels.?-4 
Kept at a few degrees above freezing-point they 
remain viable for 4-6 weeks. Recently attempts have 
been made to improve the medium.*? ALLGGWER 
and BLocKER ? have shown, by a tissue-culture test 
of survival, that skin stored in 10° serum in balanced 
saline at 5°C, in the presence of air, is much more 


‘viable than that stored in saline gauze or soft paraffin. 


Prerce et al.§ had previously found that for blood- 
vessel grafts 10° serum in balanced saline ® was a 
good storage medium, substantial growth in vitro 
following storage for as long as fifty days. 

The cells of mammalian skin ®!° and certain tumour 
tissues 11 will at least to some extent survive freezing 
at temperatures below the eutectic point of normal 
saline. and MEpAwar ! have reported 
that, after impregnation with 15°, glycerol’* in 
Ringer’s solution, rabbit’s skin slowly frozen to 
—79°C and kept at this temperature for as long as 
ten months showed no trace of deterioration after 
it had been rapidly thawed and subjected to the test 
of autoplastic transplantation. As a graft such skin 
was found to be indistinguishable from that which 
had been freshly removed and at once transplanted, 
with respect to pigmentation, fine structure, epithelial 
growth-rate, and differentiation of glands and hairs. 
Grafts impregnated with Ringer’s solution before 
freezing and storage gave inferior results ; for instance, 
melanocytes did not survive in grafts so treated. That 
glycerol is virtually non-toxic to the various cellular 
constituents of skin was evident from the fact that 
even dissociated epidermal cells withstood exposure 
to “absolute” glycerol (98-1%) for thirty-five 
- Carrel, A. J. Amer. med, Ass. 1912, 59, 523. 

. Webster, J. P. Ann. Surg. 1944, 120, 431. 
. Matthews, D. N. Lancet, 1945, i, 775. 


. Flatt, A. E. Ibid, 1948, ii, 249. 
. Hanks, J. H., Wallace, R. E. Proc. Soc. exp. Biol., N.Y. 
1949, 71, 196. 


Marrangoni, A. G. Plast. reconstr. Surg. 1950, 6, 425. 

. Allgéwer, M., Blocker, T. G. Tez. Rep. Biol. Med. 1952, 10, 3. 
. Pierce, E. C., Gross, R. E., Bill, A. H., Merrill, K. Ann. 
Surg. 1949, 129, 333. 
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9. Mider, G. B., Morton, J. J. Amer. J. Cancer, 1939, 35, 502. 
10. Briggs, R., Jund, L. Anat. Rec. 1944, 89, 75. 

11. Snell, G. D., Cloudman, A. Cancer Res. 1943, 3, 396. 

12. Billingham, R. E., Medawar, P. B. J. exp. Biol. 1952, 29, 454, 


13. Polge, C., Smith, A. U., Parkes, A. S. Nature, Lond. 1949, 
164, 666. 


minutes at room-temperature. BILLINGHAM and 
MeEpawak also determined quantitatively the capacity 
of skin epithelial cells to withstand desiccation from 
the frozen state. Skin epithelium did not survive 
desiccation below a final over-all water content of 
about 25%. It seems improbable that any mam- 
malian tissue will survive higher degrees of desiccation 
than this; and claims that it will do so must be 
supported by analyses of residual water. 

The possibility of storing endocrine tissues for long 
periods at very low temperatures has now been 
establis..2d by Parkes and Rat ovarian 
tissue impregnated with 15%, glycerol in normal 
saline and slowly frozen to —190°C did not deteriorate 
during a year’s storage. When it was thawed and 
transplanted autoplastically into spayed rats, vaginal 
cestrus cycles were restarted. Histological studies 
indicated that during freezing and thawing some of 
the ovarian cells were destroyed ; eggs in all stages of 
development were particularly sensitive. With freez- 
ing and storage at —79°C progressive deterioration 
took place. 

That slow freezing ensures better survival than 
rapid freezing has been found with all tissues, both 
normal and malignant, that have so far been investi- 
gated; yet on theoretical grounds the merits of 
“snap,” or ultra-rapid, freezing have long been 
proclaimed by biophysicists. It is comforting, there- 
fore, to learn that J. E. Lovretock, of the National 
Institute for Medical Research, has now shown that 
these theoretical grounds were fallacious.° Appar- 
ently the beneficial effects of glycerol, observed by 
PaRKEs and his colleagues in their studies of the 
effects of low temperatures on fowl spermatozoa,!* 
depend on its capacity to reduce the range of tempera- 
tures over which the cells are particularly susceptible 
to damage during freezing. It can now scarcely be 
doubted that means can be devised to store many 
tissues at very low temperatures for comparatively 
long periods without their viability deteriorating. 

Grafts of skin and endocrine tissue must be alive 
if they are to serve any permanently useful purpose ; 
but permanent viability is not essential for grafts of 
other tissues. Various speakers emphasised this at a 
symposium on the Preservation of Normal Tissues for 
Transplantation held this year under the auspices of 
the Ciba Foundation. Prof. W. P. Lonemire, of the 
University of California, in a survey of the clinical 
uses of homografts,!® made a broad distinction between 
those in which viability was obligatory and those 
whose essential réle was to provide a connective- 
tissue matrix or framework, and which could act as a 
guide and sometimes a stimulus to natural regenera- 
tion, irrespective of their own survival. The first 
group—‘ homovital”’ grafts—includes such tissues 
as skin and endocrine glands. The second group— 
“homostatic ” grafts—includes blood-vessels, bone 
and cartilage, and possibly cornea. With homostatic 
grafts, except cornea, viability is not essential even 
initially ; so attempts to store these in a viable 
state obviously entail unnecessary complications. In 
preserving homostatic grafts the essential requirement 
is that their chemical and fine anatomical constitution 
remain unaltered. This requirement is met by 


14. Parkes, A. S., Smith, A. U. Proce. roy. Soc. B. 1953, 140, 455. 
15. Ciba Foundation symposium, London, 1953. 
16, See leading article, Lancet, 1952, ii, 1068. 
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storage either in the frozen state at a very low 
temperature or at ordinary temperatures after freeze- 
drying. There seems every likelihood that deep- 
freezing (for convenience, usually at the temperature 
of solid carbon dioxide), which at present is widely 
employed for maintaining tissue-banks, will eventually 
be superseded by freeze-drying. The advantage of 
freeze-drying is that once tissues have been desiccated 
to a moisture content below 1%, and sealed off in 
suitable containers, no deterioration takes place when 
they are stored even at room-temperature ; and trans- 
portation raises no difficulties. C. A. HurnaGE. 1° 
has pointed out that clinical and experimental results 
with fresh, frozen, or frozen-dried blood-vessel homo- 
grafts are practically indistinguishable ; and in his 
experience even frozen-dried heterografts have given 
excellent results. It is well known that certain types 
of corneal defect can be effectively repaired by corneal 
homografts. Whether the cell population in such 
grafts persists or is replaced by ingrowth of host cells 
is not yet known with certainty. It is generally 


agreed, however, that to be successful a corneal graft 
must consist of living tissue.17 Owing to the Corneal 
Grafting Act, 1952, abundant material is now avail- 
able; but the problem of its preservation is not 
completely solved. Donor eyes are at present stored 
either under liquid paraffin or suspended in a moist 
chamber at ice-box temperatures.'* Under these 
conditions the storage life is short. Attempts to use 
frozen and thawed corneas have so far been unsuccess- 
ful,!® but no doubt storage of this valuable tissue at 
low temperatures will receive further attention. 

The practical value of tissue storage can only be 
fully realised when the problem of transplantation 
immunity is solved. Meanwhile it is heartening to 
note that stored homografts—admittedly homostatic— 
are fulfilling a far greater réle in replacement surgery 
than might have been expected on theoretical grounds, 
17. eee A. E., Kornblueth, W. Amer. J. Ophthal. 1948, 


18. Patufique, G. P., Offret, G. Les Greffes de la 
mée, Paris, 1948. 
19. Smelset, G. K., Ozanics, V. Proc. Soc..exp. Biol., N.Y. 1946, 


Annotations 


WAITING AT HOSPITAL 


STATISTICAL analysis of findings is nowadays recognised 
as a proper and necessary scientific technique. Yet 
even the most scientific among us are affronted when 
statistics happen to explode convenient personal beliefs, 
or reveal that we might manage things better. Last 
year Brigadier J. D. Welch and Mr. Norman Bailey 
published in our columns a good-humoured analysis ! 
of the reasons why so many patients waste so much of 
their own and the country’s time waiting in hospital 
outpatient departments. Patients, they showed, come 
punctually to their outpatient appointments ; many— 
perhaps most—doctors do not. Moreover, it seems 
that doctors, valuing their own time highly, and fearing 
to be left idle even for a few moments, over-insure 
against this contingency by treating the patients’ time 
as of less account. Some of them prefer all their patients 
to attend at the same hour, regardless of their home 
duties or the demands of their work. The article 
offered practical suggestions to help consultants trying 
to establish appointments systems, but these were 
evidently not as generally welcome as was hoped. One 
of our correspondents wrote: ‘‘ Let us protect Medicine 
from well-intentioned statistical surveys which may 
encourage tidy-minded administrators to forget that the 
quality of service and the preservation of the doctor- 
patient relationship is our main concern”’; and another : 
‘““A child may require time and patience, and these 
must be given, in spite of the statistician’s time-table.”’ 2 

It is interesting to examine such criticisms in the light 
of some reports (see p. 35) collected from patients 
by a branch of the National Federation of Women’s 
Institutes. If the doctor-patient relationship can be 
damaged by keeping too closely to a schedule, it can 
also be damaged by the lack of one—as is illustrated 
in case Ix, where the patient travelled 14 miles and 
waited nearly two hours for a consultation lasting two 
minutes. Housewives with families to feed, and perhaps 
a sick child in bed at home, are not favourably impressed. 
by a doctor who ignores such commitments ; and young 
children who have been kept waiting for two or three 
hours exact from the doctor an amount of time and 
patience which he could have saved by seeing them 
sooner. All other considerations apart, it does not 


1. Lancet, 1952, i, 1105. 
2. Ibid, p. 1209. 


benefit any sick person to be subjected to a long and 
tirmg ordeal, often complicated, in country districts, 
by anxiety about the possibility of getting home. To 
miss a bus in London means nothing ; to miss by minutes 
a bus that runs three-hourly may mean—as cases VII 
and vir show—that a visit to hospital takes up the 
better part of a day. Two or three other points from this 
little survey deserve notice. Canteens are by no means 
the rule in outpatient departments, and even where 
they exist they may be open for only a limited time. 
In any case patients may be unable to use the canteen, 
because leaving their places means losing their position 
in the queue. Many people complained that late- 
comers’ letters are often filed on the doctor’s table on top 
of the letters of those who came first ; and since he begins 
with the top letter it is a case of last come first served. 

Being merely a collection of complaints, these reports 
give only the darker side of the picture ; but the very 
fact that they were collected supports the view that, 
as a profession, we have become too insensitive to the 
inconvenience and even distress which waiting may 
cause patients. Case Xv is an example of the kind, and an 
even more disturbing one comes not from an outpatient 
but a casualty department : 

In December, 1952, a woman of 83 sustained a Colles 
fracture and was taken by ambulance to a London teaching 
hospital. She arrived at 2.30 p.m. and was left sitting in the 
casualty department until 5.30 P.m., when the wrist was 
radiographed. The fracture was put up in plaster and the 
wrist radiographed again. The plaster was then removed 
and the wrist reset; this was completed at 10 p.m. At 12 
midnight the ambulance took her home. Throughout the 
nine hours she was sitting in a chair in the casualty department, 
and (so the report says) was given nothing whatever to eat 
and drink, though she was shivering with cold and shock. 
Casualty departments may present special difficulties, 
but this case illustrates into what bad medicine, and 
bad nursing, our unconcern at the sight of the waiting 
patient can trap us. 

Outpatient appointments systems are not rzvally 
difficult to organise, as many hospitals have proved ; 
and as long ago as 1949* the Ministry of Health urged 
all hospitals to set them up. The unwillingness of 
many consultants to codperate with the hospital 
authorities in planning and running such schemes 
springs less, we believe, from lack of good will than from 
lack of evidence that hardship is caused. The reports 
collected by the Women’s Institutes provide such 
evidence. 


3. See Ibid, 1949, i, 289. 
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ANNOTATIONS 


{[suLy 4, 1953 


VAN DEN BERGH REACTION 


LonG before the introduction of the van den Bergh 
reaction, cases of jaundice had been classified according 
to’whether bile pigment appeared in the urine or not. 
The great majority of cases subsequently shown to be 
due to biliary obstruction fell into the former category, 
and the non-obstructive cases into the latter. The hypo- 
thesis that this difference in excretion by the kidney 
was due to the presence of two distinct forms of bile 
pigment was greatly strengthened by the observation 
of van den Bergh and Miller? that the pigment in the 
serum in obstructive jaundice differed from that in 
non-obstructive jaundice in respect of the conditions 
under which it could react with diazotised sulphanilic 
acid. Whereas in cases of obstructive jaundice the 
serum gave a deep purple colour directly on mixing 
with the freshly prepared diazo reagent, normal serum 
and serum from cases of non-obstructive jaundice 
reacted only after treatment with alcohol. This type 
of reaction is now known as indirect. Since gall-bladder 
bile gives a direct reaction, it would appear that the 
change from the indirect to the direct reacting pigment 
coincides with its passage through the liver cells from 
sinusoid to bile capillary. 

The nature of this change has been studied for almost 
forty years. The precipitation of the serum-proteins 
that is apparent on addition of alcohol early led to the 
view that the indirect-reacting pigment was firmly 
bound to the proteins from which it had to be separated 
before it could react with the diazo reagent, whilst the 
direct-reacting pigment was free.1? Ultrafiltrates, how- 
ever, of serum giving a direct reaction contain negligible 
amounts of free bilirubin,’ and electrophoretic studies 4 
leave little doubt that both kinds of bilirubin are normally 
bound to the serum-proteins. The view that bilirubin 
in its passage through the liver cells becomes chemically 
altered has also been widely held. This chemical 
change, it is suggested, would account both for its 
lowered renal threshold and its changed reactivity with 
diazotised sulphanilic acid. But because these two 
distinct forms of pigment have not been separated 
by the usual chemical procedures,® * it has been suggested 
that the direct reaction is due, not to alteration of 
bilirubin itself, but to the presence of a catalyst produced 
by the liver damaged as a result of biliary obstruction.’ 
The action of this catalyst on the kidney could also 
account for the reduction in the threshold for bilirubin 
excretion. 

The problem now seems to have been finally solved 
by Cole and Lathe,* who have shown that it is possible 
to separate from the serum of jaundiced patients two 
distinct pigments, one giving a direct and the other an 
indirect van den Bergh reaction. This separation was 
achieved by reverse-phase chromatography on columns 
of silicone-treated kieselguhr, using a mixture of chloro- 
form, carbon tetrachloride, methanol, water, and phos- 
phate buffer at pH6. The direct-reacting bile-pigment 
moved much faster in this system, being more soluble 
in the moving aqueous phase; and the two pigments 
were thus distinctly separated. The faster-moving 
pigment dissolved readily in water and gave a direct 
reaction with diazotised sulphanilic acid. The slower- 
moving pigment was insoluble in water ; and to test its 
reaction in the absence of alcohol it has to be dispersed 
in 3% bovine albumin. In this medium it failed to 
react with the diazo reagent, .but the characteristic 
colour appeared as soon as alcohol was added. 


. wan den Bergh, A. A. H., Miiller, P. Biochem. Z. 1916, 77, 90. 
. van den Bergh, A. A. H. Pr. méd. 1921, 29, 441. 
Coolidge, T. B. J. biol. Chem, 1940, 132, 119. 
Gray, C. H., Keckwick, R. A. Nature, Lond. 1948, 161, 274. 
. Fowweather, F. 8. Biochem. J. 1932, 26, 165. 
. Roberts, W. M. Brit. J. exp. Path. 1928, 9, 107. 
Gray, C. H. The Bile Pigments, London, 1953; p. 91. 
. Cole, P. G., Lathe, C. H. J. clin. Path. 1953, 6, 99. 


The nature of the difference between the two pigments 
separated in this fashion is still unknown. It is not 
due to combination with a protein, since Cole and Lathe 
found no trace of protein in a sample of each pigment. 
Moreover, neither bile-salts nor alkali—either of which 
may cause the indirect-reacting pigment to give a direct 
reaction—in any way interfered with chromatographic 
separation. Nevertheless the separation of these two 
pigments is a great step towards elucidating the change 
in bilirubin when it is excreted by the liver cells—a 
change from the water-insoluble bilirubin of the plasma 
to the water-soluble pigment in the bile passages. 


CASAREAN SECTION 


TuE classical, or upper-segment, cesarean section dates 
from antiquity ; and it was used exclusively when, in 
the later decades of the 19th century, it became possible 
to deliver a woman abdominally without placing her life 
at too high a risk. From the beginning of this century, 
however, the lower-segment section challenged the 
supremacy of the older operation. In 1921 Munro Kerr 
and Holland? described a collective investigation of 
4197 sections; of these, only 33 were of the lower- 
segment type, yet they advocated this newer operation. 
At the 12th British Congress of Obstetrics and Gyne- 
cology, in 1949, McIntosh Marshall reviewed 7762 sections 
of which 5851 were of the lower-segment type, and it 
again appeared that this was nearly always the better. 
Obstetricians in this country regarded the argument as 


. almost closed ; and it became a question whether the 


classical operation should ever be done. No doubt the 
pendulum had swung too far; for the classical opera- 
tion is likely to be retained in cases where, for instance, 
complete placenta previa lies anteriorly or a_pre- 
senting head is deeply impacted, and also where speed 
is essential. 

Falls,? of Chicago, has for many years done a lower- 
segment and an upper-segment operation on alternate 
cases, irrespective of the indication for abdominal 
delivery. He has done all the operations himself by the 
same techniques, and after-treatment has also been 
the same. It seems from his experience that under 
modern surgical conditions there is little difference 
between the immediate results of the two operations. 
Of the merits of the lower-segment operation only two 
are really important nowadays—namely, the absence of 
adhesions to the scar, and the soundness of that 
scar in subsequent pregnancies. One reason for the 
absence of adhesions is the tiny scar left in the peri- 
toneum covering the lower segment. It is interesting 
that Falls found no difference in adhesions on subsequent 
operation in over a hundred of his cases, equally divided. 
He always used, however, the vertical uterine incision in 
his lower-segment operations; and in this country, 
where the transverse incision is almost universal, opinion 
will probably be unaltered. The soundness of the lower- 
segment scar in subsequent pregnancies must be partly 
due to the relative quiescence of the lower part of the 
uterus during healing, compared with the rhythmic 
contractions of the upper part in the early puerperium. 
Even more important, however, is the site of the placenta 
in a subsequent pregnancy ; only placenta previa would 
weaken a lower-segment scar. 

Eames * has reviewed American reports covering about 
900 cases of each type of section in which there was a 
subsequent pregnancy with vaginal delivery. Rupture 
took place in 26% of the upper-segment scars and in 
1-3° of the lower-segment scars. (The type of uterine 
incision in the latter cases is not mentioned.) This would 
seem to point to a smaller difference in the risk of rupture 
than has hitherto been supposed; but the lower-segment 


e uaee Kerr, J. M., Holland, Eardley. J. Obstet. Gynec. 1921, 28, 


2. Falls, F. H. Amer. J. Obstet. Gynec. 1953, 65, 707. 
3. Eames, D. H. Ibid, p. 944, 
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sear is still shown as less likely to rupture, and even 
when it ruptures the prognosis is better. There are, 
however, so many different points to be taken into 
consideration, both in respect of the previous section and 
in respect of the subsequent pregnancy and labour, 
that it is almost impossible to get a true picture from a 
group of cases reported by different workers. Eames 
maintains that in selected cases vaginal delivery is 
actually better than another section. This opinion will 
be generally accepted in this country. His figures will 
also make it even more certain that the lower-segment 
section is done in most cases. There is no doubt that 
this procedure has come to stay ; but let it not be thought 
that there is no further call for the classical operation. 


EXTERNAL MIGRATION 


EXAMINATION Of the pace and direction of movement of 
population across the national boundaries of the United 
Kingdom is normally the specialised preoccupation 
either of the administrators who deal with Colonial 
development, the control of aliens, and population 
aspects of home affairs, or of the economists advising 
on similar problems and, interested in the repercussions 
of this movement on industry and trade. Medicine has 
a smaller interest in this subject, but is concerned, for 
example, with ethnic influences in disease susceptibility, 
with the parasitic pathogens which may accompany 
the migrants (especially if they travel as in war-time 
evacuation or refugee movements in conditions of 
emergency and with little medical control), and with the 
establishment of Colonial medical services. The great 
increase in the number of foreign-born persons resident in 
the United Kingdom revealed by the Census, and the fact 
that modern means of communication have made the 
world a smaller place, have increased the dimensions 
of these medical problems. 

Hitherto study of external migration has been 
hindered by a barrier of frustration, to break through 
which required long research and much patience. The 
trouble has been not too few figures but too many. 
Over the years there has been accumulated in the records 
of the various Emigration Commissioners, the Board of 
Trade, the Home Office, the Censuses, and the National 
Register, a vast mass of information, uncoérdinated and 
lacking in the degree of comparability or specificity 
which would permit intelligent interpretation or appraisal 
in a reasonably short time. Thus no one criterion has 
been continuously used to distinguish between a migrant 
and a mere passenger, and for some time no distinction 
was in fact made. Most of the statistics produced have 
been designed to satisfy specific administrative purposes 
and their relation to the general study of migration has 
not been contemplated. The need to simplify port 
control, particularly in regard to the great volume of 
traffic to and from the Continent, and in recent years 
the need to clear air passengers quickly, have added to 
the difficulty of getting complete information about 
migration as distinct from mere travel. 

There has therefore been a need for a guide to the avail- 
able statistics in order to save research-workers the 
almost prohibitive time they would otherwise need to 
spend in consulting a great number of publications and 
original sources. This has now been provided by the 
Registrar-General ! in a study which describes the scope 
and limitations of the accumulated statistics and sum- 
marises the information available as to the numbers, 
countries of origin, destinations, and characteristics of the 
migrants for each year of the period 1815-1950 so far 
as they are known. Study is further facilitated by 
background information of administrative action and 
by excellent diagrams. The book is a valuable piece of 
ral Migration: a Study of the Available Statistics, 1815-— 
N. H. Carrier, M.A., and J. R. JEFFERY. General 


ter Office: Studies on Medical and Population Subjects 
no. 6. H.M. Stationery Office. 1953. Pp. 163. 8s. 6d. 


ANNOTATIONS 


4, 1953 29 


“quae equipment, and will evoke the gratitude of 
all who have tried, or who might otherwise try, to search 
unaided through the various sources of information. 


POISONING BY DEVELOPERS 


Ir is said that the legislation requiring poisons to be 
kept in fluted bottles was passed as a result of a fatal 
accident many years ago near Birmingham. A man 
got up during the night to take a dose of cough mixture 
and, in the dark, drank by mistake some photographic 
developer. Two somewhat similar cases have been 
recorded by Zeidman and Deutl.! In these instances 
each of the men swallowed 15 g. of a mixture of hydro- 
quinone and ‘ Metol’ (methyl-p-aminophenol sulphate) 
in mistake for Epsom salts. The clinical picture 
was one of hemolytic anemia and jaundice with 
abdominal pain, vomiting, progressively deepening 
cyanosis, tachycardia, melena, and hematuria. 

As photographic developers, mixtures of hydro- 
quinone and metol give better results than either 
ingredient alone. Both compounds belong to the 
group of aminophenols used in the manufacture of 
azo-dyestuffs and phenacetin ; the phenol radicle is the 
chief factor in the biological damage caused by these 
chemicals. Hydroquinone is the most interesting from 
the toxicological aspect, because in the presence of 
oxygen it is readily converted into the irritant quinone. 
The antiseptic and diuretic properties of hydroquinone 
were at one time utilised by the administration of uva- 
ursi preparations ; the leaves of uva-ursi contain a 
glucoside which, in the presence of an enzyme, is hydro- 
lysed to hydroquinone and glucose. Poisoning with 
hydroquinone is serious, because the systemic effects 
are those of phenol poisoning together with its character- 
istic black carboluria. No satisfactory treatment is 
known. 

The first example of pure metol poisoning has now 
been recorded by Wyers.? 

A man, aged 33, had been engagdd on the manufacture of 
metol for four months. Part of his job consisted in mixing 
finished material and packing it in kegs. Because of the 
dust and the nature of the product the man was provided 
with a gauze mask and protective clothing ; and these he 
had used. Twice before coming under observation the patient 
had noticed that his urine was dark*but did not seek advice, 
and he reported sick because his urine was black. He was 
obviously cyanosed from methzemoglobinemia, and there 
was greyish-brown staining of the conjunctive. His only 
symptoms were palpitation and a throbbing sensation in the 
temples. The carboluria gradually dwindled and _ passed 
off in forty-eight hours, but free and conjugated phenol could 
be detected in the urine for nine days by the bromine-water 
test. Cyanosis persisted for three weeks. The only signi- 
ficant blood changes, apart from the methemoglobin, were 
anisocytosis, polychromasia, and a stipple-cell count as high 
as 920 per million. The patient recovered without any special 
treatment. 

Wyers believes that the metol gained access to the 
patient’s tissues through the lungs, dust having passed 
his mask; but the possibility of some entering by the 
skin cannot be excluded. Metol is highly soluble, and 
the man sweated profusely when at work; moreover, 
his skin was persistently stained by airborne dust. 
Sensitisation of the skin to metol must be rare; only 
one case has been observed in eleven years’ experience 
with workpeople handling the developer. 

People who are not chemists are inclined to regard the 
phenols simply as a poisonous by-product from the gas- 
works or as the principal constituent of carbolic acid. 
These substances are, however, widely distributed 
among plants; and certain well-known vegetable dyes 
contain the phenolic radicle—henna and walnut juice 
are examples. The usual source of phenols for manu- 
facturing purposes is coal-tar ; but demand, particularly 


1. Zeidman, I., Deutl, R. Amer. J. med, Sci. 1945, 210, 328. 
2. Wyers, H. Trans. Ass. industr. med. Offrs, 1952, 2, 109. 
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in the fields of synthetic resins, has so increased that a 
substantial quantity of phenols is specially synthesised 
as an industrial raw material. 


SUCCULENT BIVALVES 


Every layman knows that he eats shellfish at his own 
risk. His choice of species (oyster, mussel, cockle, 
winkle, scallop, or whelk) will depend upon his habits 
and his purse, but in general he associates them with 
beanos—with dinners in the City or outings to Southend. 
There is a whisper of Nos morituri as he tips the shell to 
his lips, and the taste is none the worse for it. There may 
be some folklore behind his fears, for it is not easy to find 
anyone who has suffered from this indulgence. It is true 
that very rarely strange and even fatal illness arises from 
eating mussels which contain a specific dinoflagellate 
organism. This has probably not been seen in Great 
Britain, and the not uncommon allergic reaction to these 
shellfish (‘‘ musselling’’) hardly justifies the reputation 
of a Borgia. Rather curiously it is the smaller shellfish 
which are cooked before sale that are the most common 
source of illness. Their sale is an ancient trade little 
influenced by the fads of modern hygiene ; and cockles, 
cooked or raw, are a medium well suited to the multipli- 
cation of bacteria in warm weather. The result is a large 
number of cases of food-poisoning of a non-specific type. 
It is pleasant to report that the successful efforts by the 
medical officer of health for Southend and his colleagues 


to diminish these risks met with codperation from the. 


trade.! 

It is, however, none of these but a passing thought of 
enteric fever which shadows our brow when our dozen 
‘of oysters is laid before us. Epidemics due to this cause 
may not be many—although Belin ? estimated that there 
were 100,000 such infections in fifteen years in France— 
but they may be extensive and have fatal results, as at 
Winchester and Southampton in 1902. Even though 
none has occurred recently we should take warning from 
the finding of three species of salmonella (but not S. typhi) 
in mussels from the Norfolk coast in 1948.5 Shellfish 
harbour salmonella because they are natural filters. 
They strain off the solid particles from the water flowing 
through their gills, and every so often they eject the 
accumulated refuse. (Has anyone thought of using the 
freshwater mussel, Anodonta, to detect pathogenic 
bacteria in water-supplies ?) The amount of bacterial 
contamination in shellfish varies considerably with their 
origin. While tidal flow and the efflux of fresh water have 
some influence, bacterial contamination of shellfish is 
most directly associated with the amount of untreated 
sewage in the water in which they live. As long ago as 
1915 Dodgson demonstrated that purification of shellfish 
was practicable without elaborate plant. If after removal 
from their polluted native haunts they are held in clean 
water until they have discharged the refuse on their 
gills, they are safe for human consumption. This is a 
most striking application of biological knowledge to 
human well-being. Four stations have been established 
round our coasts where this process is applied, and it is 
regrettable that lack of money has prevented its extension 
to other districts. As it is, the shellfish from some of the 
most polluted beds may not be sold for food, while the 
sale of others is controlled by a medley of national and 
local regulations. Retail trade is controlled by the 
Food and Drugs Act (1938) and by local by-laws. That 
shellfish unfit for food may be sold for bait adds a 
complication which is believed to lead to some devious 
and undesirable channels of trade. 

The charter of the Fishmongers’ Company gives them 
the right and duty to control the trade in shellfish with 
1. Logan. Sever, J. O. Mon. Bull. Minist. Hlth Lab. Serv. 
2. Belin, 'V. M.  Coquillages et, fldyres typhoides. Paris, 1934. 


3. Macdonald, A., Sivell, C. W., Emms, W. R., Douglas, S. H 
Ibid, 1948, 7, 158. 
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the City of London. It was under their auspices that 
Klein first suggested a bacteriological test of purity ; 
and their standards, modified by later experience, they 
maintain to this day. The shellfish sold within the area 
of their jurisdiction come from relatively few and well- 
known sites, and from long experience their standards 
have proved a useful method of control. They have beer. 
employed elsewhere, but for several reasons not with 
general satisfaction ; and quite recently new standards 
based on a different technique have been suggested as a 
basis for extended trial. On the analogy of the routine 
tests applied to water-supplies a search for pathogenic 
organisms would be fruitless, and Bacteriwm coli type I 
(‘‘ feeeal coli’’) has been selected as an indicator of 
pollution by sewage. A method for counting its numbers 
has been devised which should be within the capacity 
of any public-health laboratory. Three grades of cleanli- 
ness are suggested, of which the first is as clean as raw 
shellfish are likely to be and the third shows evidence of 
undoubted fecal pollution. As always with such tests, 
there is a middle grade of doubtful purity which must 
cause anxiety if all but the best are not to be condemned. 
Two practices usual in the examination of water are 
applicable here. The tests must be regarded, not as 
complete in themselves, but as part of a series. In the 
*‘ doubtful”? grade it is not the absolute figure which 
causes alarm but the sudden deviation from what has 
been usual in shellfish from a particular source. Perhaps 
it is even more important to realise the unwisdom of 
judgment based on laboratory examinations alone. To do 
justice, the controlling authority must make itself aware 
of the sanitary state of the beds from which the shellfish 
have been lifted, the local risks involved, and the usual 
fluctuations of bacterial content of the water which 
depend on tide and temperature. This test is in its 
infancy, and before it is applied nationally or by com- 
pulsion should be subjected to trials in as many places as 
possible. It was designed in the first place for the 
examination of shellfish when first lifted, and reports 
suggest that for this purpose it is the best so far proposed. 
We are doubtful if it will prove so useful applied at 
random to shellfish sold by retail. The better sort of 
fishmonger will, no doubt, know the origin of his wares 
(even if he uses the names Whitstable and Colchester 
rather freely) ; but the sampling authority will not be in a 
position to know much about their native haunts, and 
without this knowledge the laboratory results will be 
misleading. They record the amount of fecal pollution 
of the water in which the shellfish have lived, and 
cannot be taken in their suggested form as an indication 
of the care with which the fish have been handled after 
lifting. Control, if control there must be, should be 
applied at the place of origin, and those which do not 
satisfy the tests must be diverted to baser uses. 

We wonder why enteric fever from this source is so 
rare. The number of carriers abroad in our midst is 
unknown, but sporadic infections for which no cause can 
be found are not uncommon. The larger part of shellfish 
sold do not go through the purifying stations. To judge 
from infections from other sources, the minimal infecting 
dose of S. typhi is not very big. Is it possible that oysters 
on an empty stomach, laced with lemon juice and 
cayenne and Tabasco, to say nothing of a little Chablis, 
whip up our gastric secretions to a pH which few bacteria 
will survive ? 


Prof. F. H. LAnEy, founder and director of the Boston 
surgical clinic which bears his name, died on June 27 
at the age of 73. A former president of the American 
Medical Association, he had held the chair of clinical 
surgery at Harvard University. During the late war 
he was consulting surgeon to the United States Navy. 
He was admitted to the honorary fellowship of the 
Royal College of Surgeons of England in 1947. 


4. Sherwood, H. P., Thomson, S. Jbid, 1953, 12, 103. 
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GROUP PRACTICE 
EXISTING PATTERNS AND FUTURE POLICIES 


JosEPH S. CoLLINGs 
M.B., B.Se.(Agr.) Sydney 


THERE is little new in the idea of group practice. 
Indeed, a form of group medicine has long been practised 
in hospitals. But the idea of codperative effort among 
doctors has not extended very far beyond the walls of 
these institutions; and now that most thoughtful 
people are well aware of the benefits of team-work in 
medicine, it is hard to understand why this should be so. 
Today few would seriously uphold the virtue of the one- 
man practice in which a doctor works alone, struggling 
to maintain modern standards against the heavy odds 
of an overwhelming demand on his service, with too little 
time and inadequate facilities to meet this demand 
properly and to grapple with the enormous and ever- 
increasing advances in knowledge and technique. 

Yet there is little sign of any serious development of 
group practice, which is the obvious means of giving 
the general practitioner and his patients the advantages 
of team-work. Although a great many doctors would 
now say that they are in favour of group practice, they 
are not always clear what they méan by the term, which 
evidently conveys different things to different people. 

From its beginning, the National Health Service 
offered the possibility of great developments in this 
direction, but the promise is almost as far from fulfilment 
today as it was in 1948. There are many substantial 
reasons why this is so, but only one need be mentioned 
here. The original concept of the huge health centre, 
designed to integrate preventive and curative services, 
was untimely, impracticable, and undesirable in our 
present circumstances. None the less our failure to put 
this piece of theory to the test has set back thinking and 
planning for group practice by several years. 

The opportunity, however, remains and is, indeed, 
as good as it was five years ago. It is therefore worth 
reviewing how group practice has developed in other 
countries. 


Some American Examples 


In the United States there are several hundred working 
examples of group practice ; but, even so, opinion differs 
widely on what is the best form and even on what 
constitutes group practice. Much of this disagreement 
stems from the laissez-faire nature of medical economics, 
and the amorphous nature of medical services, in the 
U.S.A. But much can be learnt by studying the struc- 
ture of some of the different kinds of group practice 
which are in being and which fall into rather definite 
classifications. 


Different Concepts 


Hunt and Goldstein,!? in their survey, defined group 
practice as : 
‘‘a formal association of three or more physicians providing 
services in more than one medical field or speciality, with 
income from medical practice pooled and redistributed to the 
members according to some prearranged plan.” 


Their qualifying conditions are thus the combination of 
at least two specialties and some form of financial 
partnership agreement. Within this framework they 
classified 368 practices according to the scope of service 
offered into the following categories : 

1. Service groups providing complete medical care to a 
continuing clientele. 
1. mys. | G. H., Goldstein, M. U.S. publ. Hith Serv, 1951, no. 77 ; 
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2, Wine groups a furnishing specialised care to patients 
referred by outside physicians. 

3. Diagnostic groups that give little or no treatment. 

4. Single-specialty groups having three or more full-time 
physicians practising a single specialty. (This category is in 
fact an extension of their definition.) 

Clark and Hapney ® have offered a somewhat fuller 
definition : 

‘““Group practice is a system of coéperative practice of 

medicine by physicians representing more than one specialty 
for the purpose of pooling experience and skill, facilities and 
equipment, technical and other auxiliary personnel, operating 
expenses and, usually, earnings also.” 
Here again the emphasis is on the integration of the 
work of two or more specialties and the sharing of income 
through a partnership agreement, but more stress is laid 
on the pooling of resources. 

Since these definitions were written, group practice 
has been greatly elaborated. The Health Insurance 
Plan of Greater New York (H.I.P.) is probably the most 
complex organisation. For working purposes it considers 
a medical group as ‘‘a number of licensed physicians 
engaged in the practice of medicine in a common 
organization qualified to provide complete medical care 
as required, whether this care be in the patient’s home, 
physician’s office, group center or in a hospital.’’* It has 
even gone beyond this and set down what it calls the 
basic specialties in group practice ”’ > ; 

Clinical pathology 
Morbid anatomy 


General surgery 
Internal medicine 


Ophthalmology 
Orthopedics 


Dermatology Neuropsychiatry Otolaryngology 
Diagnostic radiology Obstetrics and Pediatrics 
Therapeutic radiology * gynecology Urology 


H.I.P. is based on some of the same economic principles 
as the National Health Service. For example, the 
contributions of most of the municipal employees covered 
by H.I.P. are deducted from their pay, and the group of 
doctors is paid a capitation fee for each patient. 


Total Group Practice 

These examples show how the original concept of 
group practice has been elaborated in the United States. 
This elaboration is inspired by the pious hope that it is 
possible to reintegrate medical care by bringing together 
the specialists, who look after different parts of the body 
or different ages of man. This” has given rise to the 
concept that is here referred to as ‘‘ total group practice,”’ 
and at least one medical centre has put this concept into 
practice. 

Whatever its theoretical merits, this form of group 
practice could not be applied except in very densely 
populated urban areas, with good transport- facilities. 
The physical problem of transporting the patient to the 
medical centre, or the doctor to the patient’s home, sets 
definite limits to centralising health services in this way. 
Moreover, there are other drawbacks to this form of 
group practice. 

If the medical care offered at the centre is really 
to be “ total,’ general practitioners must be added to 
the team of specialists. Experience has aiready shown 
that the status of the general practitioner, far from 
being elevated by this association with a powerful group 
of specialists, is further depressed. It is, of course, 
possible that this deterioration could be avoided by 
adequate leadership and a clear demarcation of the 
responsibilities of the specialist and the general practi- 
tioner. But, in the United States at least, the present 
practitioner-specialist relationship makes this very 
difficult. 

Another practical drawback to total group practice is 
that it duplicates expensive and elaborate medical 
resources. Perhaps America can afford that, but most 


. Cited by Goldman, F. Conn. St. med. J. 1946, 10, 289. 
. Health Insurance Plan of Greater New York. Brochure, 1950. 
See Lancet, 1947, ii, 886. 
5. Health Insurance Plan of Greater New York. Brochure, 1951. 
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other countries certainly cannot. However, practical 
considerations so effectively limit the possibilities of 
total group practice, that it is less important for itself 
than for the misbegotten form of ‘subtotal group 
practice ’’ to which it is likely to give rise. The theory 
of reintegrating medical care by bringing together the 
different specialties is attractive, and those who have 
formulated it, only to find it unworkable in practice, do 
not give up easily. The tendency is to try to meet the 
difficulties of centralisation and communication by 
pushing the general practitioners back into the wilder- 
ness, where they can act as recruitment and referral 
points for the specialists working at the medical centre. 
In New York City and other places where experiments in 
total group practice have failed subtotal group practice 
has been adopted as a substitute. 


Subtotal Group Practice 


This form of organisation is destructive to the aims of 
group practice. It is no more than a variant of the old 
pattern of the general practitioner working alone and 
using hospital resources (or private specialists) for 
diagnostic and consultant services. It may be a refine- 
ment of this pattern, but if anything it is a refinement 
which accelerates the destruction of the general practi- 
tioner as an effective instrument of medical care. 

Here are some examples of the fate befalling general 
practitioners caught in this form of organisation in 
New York City. On joining the group the general 


practitioner agrees to yield all responsibility for obstetric - 


care to the specialist obstetricians at the medical centre ; 
in practice he finds himself doing the emergency and home- 
call work (for miscarriages, &c.) for patients who are 
otherwise not his responsibility. In some twenty major 
groups the general practitioners first agreed to yield 
responsibility for the care of children from birth to 2 
years of age to the pediatrician ; this age-limit was then 
pushed successively to 6 years, to 12, and then to 14. 
With his responsibility thus limited, the practitioner 
cannot possibly be the focus of family medicine. 

His work is also cut down in other directions. He 
naturally yields all surgery to the surgeon, and soon he 
finds that he no longer sutures a simple cut or opens a 
superficial abscess. With internist physicians on band 
at the medical centre he is soon expected to refer to 
them all save the most trivial medical cases, and the 
same holds good for psychiatric and gynecological 
cases. Finally, because the centre is designed to handle 
a large number of patients and the general practitioner 
has only his own surgery, he finds himself sending patients 
to the pathologist, instead of collecting the necessary 
specimens and sending those along. 

If specialist services are centralised and the general 
practitioner works alone, true group practice is destroyed 
—however free his access to the specialist centres may 
be. Such development is doubly dangerous and destruc- 
tive when it grows up as the result of a well-intentioned 
movement towards the unattainable ideal of total group 
practice. 

This is no theoretical criticism ; it is a factual account 
of what has happened, despite thoughtful endeavours to 
prevent it. In groups organised on this basis, about 
40% of the work is done by the general practitioners and 
60% by the specialists—which hardly suggests integrated 
care of the patient. At the very least the proportion 
of work and responsibility should be reversed. 

I have analysed ® similar trends and their results in 
Great Britain and New Zealand, where they came about 
without the aid of well-intentioned endeavours to 
integrate medical services along these lines. I have found 
that any medical-care organisation based primarily on 
specialist care (whether inside or outside the hospital) 
rather than on general practice is wasteful, is profession- 


6 Collings, J.S. Lancet, 1950, i, 555. 


ally undesirable in many ways, and does not provide a 
satisfactory personal medical service. 


Basic Group Practice 


In Great Britain the possibility of large-scale elaborate 
group practice on the American model is remote, and this 
is fortunate. There is a much better chance that the 
problem of organising community medical services will 
be approached more realistically and basically. 

Any such approach must start with the general 
practitioner, and although this was hardly the case 
when the N.H.S. was introduced, with so much empha- 
sis placed on hospital, specialist, and local-authority 
services, the opportunity remains for reconsideration and 
reorganisation of the general-practitioner services. 

The gap in performance between general practice in 
the community and specialist practice in hospitals is 
very great. Specialist success in hospital practice is 
largely the result of self-imposed professional controls 
which have resulted in ever-improving clinical per- 
formance; the same, or comparable, disciplines have 
never been applied to general practice, the ‘‘ develop- 
ment ’’ of which has depended more upon the haphazard 
application of techniques handed down from the ‘‘ higher 
levels.”’ 

Is it then possible to apply organisational and control 
measures, which have led to success in specialist practice, 
to the problems of general practice ? Can this be done 
without destroying the essential personal element of 
general-practitioner services? Can it be done within 
the framework of the N.H.S. and at reasonable cost ? 
The answer to all these questions is definitely yes, and 
the first step along the road is the establishment of what 
is here called basic group practice. 

Basic group practice can be defined as a working and 
financial association of a number of general practitioners 
sharing the facilities of a small medical centre. The bene- 
fits of such elementary organisation are obvious and 
undeniable and can be listed as follows : 

They can afford, by sharing expenses, to employ nurses, 
secretaries, and perhaps technicians, to relieve them of much 
time-consuming and “ unproductive ” work. 

They can spend more time on their all-important diagnostic 
and therapeutic functions. 

In an elementary way they can apply the quality-control 
measures which characterise good hospital practice, but which 
are impossible in singlehanded general practice. 

They can enjoy more time for leisure, hospital work, and 
postgraduate studies. 

They can, once their record-keeping is put in order, under- 
take clinical research problems. 

In brief they can put themselves on a competitive footing 
with their specialist colleagues and once again begin to 
enjoy their real status. 

Many examples of such working associations of general 
practitioners are to be found both in the United States 
and scattered throughout the British Commonwealth, 
and the observed performance of a considerable number 
of these groups in several countries puts the success of 
this elementary form of organisation beyond doubt or 
debate. The best-founded of these groups which I have 
observed have put themselves on a firm professionally 
competitive footing with specialist services, and the 
status of these general practitioners, in the eyes of both 
the community and the profession is high, and indepen- 
dent of demonstrable academic distinction, such as 
diplomas, fellowships, or board memberships. 

If general-practitioner organisation along these lines is so 
successful, it may be asked why a working association with 
the total group of specialists should not be even more suc- 
cessful. Some of the reasons have been discussed above, 
and apart from the impracticability of the concept of 
‘total group practice”’ and the undesirability of ‘‘ subtotal 
group practice,’ the chief handicap of more complex 
organisation is the inescapably institutional nature of 
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large groups with an associated breakdown in personal 
service. (This is more a function of the number of 
doctors working together than of the number of patients 
served.) 

However, certain specialties can be integrated with 
the most elementary “ basic’’ groups without running 
into these hazards. But this can be done only so long 
as care of the whole person, or better care of the family 
as a unit, is the aim kept constantly in sight. 

There are only a few members of the medical team 
who are, or ever can be, concerned in any long-term or 
continuous way with the whole person. Apart from the 
general practitioner these are the pediatrician, the 
obstetrician, the psychiatrist, and the internist or general 
physician. Medical problems which cannot be dealt 
with by one or other (or a combination) of these doctors 
are usually episodes which matter little in the continuous 
picture of life; or, if they are important, they revert 
to the general practitioner. Which of these specialties 
should be incorporated inte the group should be deter- 
mined initially by local circumstance and medical 
pattern or custom. Thus in parts of the United States 
the pediatrician and obstetrician would almost always 
be included, while in New Zealand these doctors would 
almost certainly be excluded: in Great Britain the 
midwife might replace the obstetrician, Xc. 

Experience indicates that in well-established ‘* basic 
groups”’ areas of medical responsibility and function 
become rapidly defined and emerge clearly from the 
confusion which accompanies most effort of determination 
on a theoretical basis. 

This pattern of basic group practice is well suited to 
the structure of medical work in Britain; for in this 
country the focal point of continuous medical care is 
still the general practitioner, who has not yet been 
replaced by the obstetrician, pediatrician, and internist. 
We are faced with the alternatives of drifting further 
and further towards the defective patterns of total or 
subtotal group practice, here taking the form of out- 
patient departments as mentioned above, or doing 
something practical within the framework of our economy 
and of the N.H.S. The resolution of this dilemma is 
the rapid and widespread establishment of basic group 
practice units. 

The Pressing Need 


All effort should first be directed to the establishment 
of general-practitioner groups which can provide a 
high-level diagnostic and therapeutic service and keep 
to a minimum the more expensive and less desirable 
hospital services. This is the only sound foundation on 
which the higher levels of medical care can be built, 
and as the basic groups are built up the question of 
more elaborate and complex units, incorporating specialist 
and other services, can be considered. 

The size of these basic units would depend upon such 
factors as population density, communications, local 
medical resources and the scope of work general prac- 
titioners must undertake in varying circumstances. 
Groups of 2 to 5 general practitioners, caring for popu- 
lations of from 5000 to 12,500 should meet most of the 
needs in Great Britain. There is abundant evidence 
demonstrating that such groups, when properly organised 
and employing clerical and nursing assistance, can pro- 
vide personal medical care at a very high level, meeting 
perhaps as much as 90% of the needs of the average 
patient. 

Such organisation is applicable to a wide range of 
urban and rural conditions ; it is economically possible 
in most circumstances ; and it can be readily incorporated 
into regional plans with specialist services located at 
strategic points. The immensely valuable, but at present 
unobtainable, clinical and social data which general 
practice can yield will become available for research. 
But above all it affords the means of allowing the general 


practitioner more time in which to exercise his skills 
—to take better histories, make better physical examina- 
tions, keep better records—and this is indeed the heart 
of the problem of general practice today. 

Does the N.H.S. lend itself to large-scale planning 
along these lines? Would such a plan call for greater 
measures of bureaucratic control? What would be the 
effect on the autonomy of the general practitioner ? 
How much might such a programme cost? The first 
step towards answering these questions is to review 
critically and realistically our ideas about group practice. 


Special Articles 


SENSITISATION OF NURSING STAFFS 
TO ANTIBIOTICS 


Memorandum from the Ministry of Health 


EARLY in 1953 reports were received that nurses who 
gave considerable numbers of injections of streptomycin 
were becoming sensitised to this drug, and that the 
numbers affected were causing anxiety in some areas. 
The Queen’s Institute of District Nursing had also drawn 
the Ministry’s attention to the matter some time earlier. 
It was agreed that, before issuing any guidance on 
technique or procedure, an attempt should be made to 
ascertain the seriousness and prevalence of ‘sensitisation. 

Letters were therefore sent by the Ministry’s principal 
medical officers to the medical officers of health of a 
number of local health authorities, and to medical super- 
intendents and chest physicians of certain sanatoria 
and hospitals known to treat cases of tuberculosis, 
inquiring whether sensitisation to antibiotics had been 
reported among their nursing staffs, how many cases were 
known, and asking for any useful clinical and other 
details. All those approached replied and their full and 
helpful reports provided the material for this paper. 


RESULTS 


Replies were received from 70 local health authorities 
(L.H.A.S) and 76 hospitals. Of these, 30 L.a.H.s and 20 
hospitals stated that no such sensitisation had been 
encountered, 36 and 50 respectively reported cases, and 
4 and 6 respectively either reported doubtful cases or 
said they had had cases without giving numbers or 
details. There was no evidence of any geographical 
concentration of cases and often adjoining authorities 
reported widely differing experiences. It is of interest 
that several medical officers stated that at the time of 
receipt of the letter they had not heard of any cases but 
that on inquiry they had discovered several. It seems 
likely therefore that there may be more cases unreported. 

The total number of cases reported was 144 from 
L.H.A.8 and 112 from hospitals, a total of 256. Doubtful 
cases were reported 7 times by L.H.A.s and 3 times by 
hospitals. Unfortunately the original letter did not ask 
for the population at risk, but 4 hospitals and 8 L.A.H.s 
gave these facts and it seems preferable to calculate an 
incidence from this rather than to use the annual returns 
which might include staff not actually at risk. The 
figures for those who give figures were : 


At risk Cases Incidence 
Hospitals 445 8 1:83% 
Total 1470 52 3-5% 


The antibiotics to which staff became sensitised were 
mentioned in 123 L.H.a. and 100 hospital cases : 


L.H.A. Hospital 
Streptomycin 86 102 
Penicillin .. al ee ee 73 7 
Chloramphenicol .. se oe 1 
- 
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In many cases sensitisation was acquired to more than 
one antibiotic and in addition sensitivity to ‘ Dettol’ 
was acquired by 9 district nurses, to strapping by 1, 
and to ‘ Neptal’ by 1. No mention is made of sensitisa- 
tion of hospital nurses to other drugs. 

In every case the sensitivity took the form of a skin 
manifestation, though in several severe cases there was 
also angioneurotic odema. The skin lesions were 
described as urticaria, eczema, dermatitis, erythema, 
&c: The sites affected were stated in 144 L.u.a. and 82 
hospital cases, including doubtfuls. The frequency -with 
which each site was reported, often in combination with 
others, was : 


Hands 107 57 
Arms 63 23 
Face one 75 50 
Scalp andears.. 3 
Eyes or eyelids .. 42 22 

Lower limbs on 3 1 
Generalised os 6 2 


It is notable that in practically every case the hands, 
arms, face, or eyes were one of the parts affected. 
Practically every type of staff whose work could bring 
them in contact with an antibiotic were reported as 
having become sensitised. They included an obstet- 
rician, a house-oflicer, a matron, a night sister, ward 
sisters, staff nurses, student nurses, and pharmacists on 


the hospital side, and of course district nurses and - 


student nurses on the L.H.A. Both male and female 
cases were reported 
_ The procedures quoted as causing sensitisation included 
the giving of intramuscular and intrathecal injections, 
preparing injections, dispensing, and also wet-sterilising 
syringes, &c., used for injections. Many different brands 
and types of antibiotics were quoted as causing trouble, 
including crystalline and oily penicillin and streptomycin 
calcium chloride. One chest physician suggested that 
dihydrostreptomycin was less likely to cause sensitisation. 
In some cases sensitivity was acquired at the very 
first contact with the drug, but in many cases the 
antibiotic had been given with impunity for months and 
even years before sensitivity appeared ; the longest such 
period was five years. In several cases sensitivity was 
first acquired after some incident in which the antibiotic 
was brought in contact with skin or eye ; for example, the 
breaking of a syringe, the leaking of a syringe-needle 
joint, the accidental spilling of the antibiotic on the bare 
hands, or the squirting of a drop into the eye. In one 


case a nurse had previously received penicillin for boils’ 


and reacted the first time she gave a penicillin injection. 

The degree of sensitivity varied greatly. In some cases 
it was so slight that after a brief avoidance of the anti- 
biotics and simple treatment the nurse was able to resume 
the giving of injections with no further precautions. 
Many other nurses were able to resume if they were 
careful to wear gloves, and, in some cases, masks. But 
in many cases the sensitivity was extreme and the nurse 
was quite unable to administer the drugs, however strin- 
gent the precautions. In some the sufferer was described 
as “‘unable to go near a drug tray containing strepto- 
mycin,” “‘ unable to go into a ward where streptomycin 
has recently been given,’’ “ unable to go near a patient 
who is receiving streptomycin.’ In one case a sensitised 
nurse had a reaction on receiving streptomycin for 
pulmonary tuberculosis which she had contracted ; 
another who had been giving penicillin had a local 
reaction when she received it for an abscess. 

Many hospitals and L.H.a.s had already instituted 
preventive measures. The following were mentioned : 

Careful technique without other precautions, 

Washing with copious running water. 

Rubber gloves, washed before removal. 

Gloves and mask. 


Gloves, mask, and gown. 

Plastic eyeshields. 

Goggles. 

Barrier creams, especially ‘Innoxa’; also ‘ Benadryl’ 
cream and ‘ Vaseline.’ 

Placing a swab over the needle before expelling air. 

Keeping the steriliser shut until cool. 

Not preparing injections in a steamy atmosphere. 

Having injections made up in the dispensary. 


Many state that nurses have become sensitised in spite 
of strict adherence to careful technique and the wearing 
of gloves, gowns, and masks. 

The treatment given has varied with the severity of the 
reaction and the views of the medical staff. In mild 
cases simple symptomatic remedies have sufficed—e.g., 
calamine lotion or vaseline. Antihistaminics have been 
extensively used both orally and locally, with success in 
some cases. X rays have also been successfully used. 
The position with regard to desensitisation is confused. 
Some dermatologists state roundly that it is useless, while 
others claim to have desensitised nurses so successfully 
that they have been able to resume injections. 

A very large proportion of these nurses, however, have 
become so sensitised that they are quite unable to have 
contact with the sensitising agent. The phrase recurs 
in the reports ‘‘ has had to be moved to another ward,”’ 
“has had to be found work not involving contact with 
. ... In many cases the note is merely ‘left the 
hospital,” or ‘‘ left the service of this authority’; but 
in some cases it is specifically stated ‘‘ had to give up 
district nursing ”’ or even “‘ had to give up nursing.”’ 


LITERATURE 


The literature has not been exhaustively surveyed, 
but there seem to be surprisingly few references to 
sensitisation of professional staffs to antibiotics. Rausch- 
werger et al. (1948) described 6 cases in nurses handling 
streptomycin and this was commented on in an annotation 
(Lancet 1948). Dufour (1948) reported similar cases in 
5 nurses, also involving streptomycin. Amsler (1951) 
quotes Bernard et al. (1948) as having reported cutaneous 
and ocular manifestations in 57 nurses out of 70 using 
streptomycin. Perrin H. Long (1950) mentions the 
possibility of sensitisation to streptomycin in physicians, 
nurses, and pharmacists, but says nothing about 
penicillin. 

The first report in this country seems to have been that 
of Crofton and Foreman (1948) who described strepto- 
mycin dermatitis in 4 nurses working at the Brompton 
Hospital. The first report to ineulpate penicillin was 
published by Davies and Warin (1953). They had 5 
cases in a staff of 22 district nurses. The general 
problem was mentioned by Macaulay (1953) without any 
specific case-reports. Since then the subject has been 
extensively aired in both the medical and lay press. 


DISCUSSION 


It seems clear from these results that under present 
circumstances something between 1% and 5% of nurses 
using antibiotics become sensitised to them. It also 
seems clear that individual susceptibility varies very 
greatly, though one chest physician expressed the view 
that almost anyone would become sensitised if he went 
on giving injections long enough. There is no very clear 
indication in these reports that previous allergic mani- 
festations were common in those becoming sensitised ; 
one nurse is said to be allergic to primulas and another to 
have hay fever, but it is likely that in these brief reports 
such details were omitted. Certainly a severe degree of 
sensitisation to one antibiotic is frequently associated 
with sensitisation to others and also to dettol, though 
the milder degrees are more specific. Skin tests often 
show the range of sensitivity, though some found them 
unreliable. 
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The fact that sensitisation to streptomycin pre- 
dominated in the chest hospital while penicillin was 
often involved in the district merely reflects the differing 
requirements for the drugs. 

The clear predominance of the hands, arms, face, and 
eyes among the sites affected seems to indicate the 
importance of local contact, at any rate at first, and the 
general opinion of those replying is that the contact may 
be of two kinds : 

1. Direct contact of the liquid or powder with the skin. 

2. Contact with airborne particles, either droplets or dust. 


The first may occur in dispensing or preparing injections, 
by breaking or spilling, by handling contaminated swabs 
or syringes and by contact with the patient’s skin: 
it should be entirely preventable by careful technique 
and by wearing gloves. The second may occur when air 
is expelled from the syringe, by handling powdered 
preparations, or possibly in the steam from sterilisers. 
Of these, the expulsion of air from the syringe is almost 
certainly the commonest factor, especially when a fine 
needle is used so that the resulting spray dries almost 
immediately, leaving an aerial suspension of dust. It 
is clearly more difficult to prevent but the precaution of 
expelling the air-bubbles into the phial without removing 
the needle would certainly help. The problem of 
dispensers and nurses preparing injections remains. 

The problem of diagnosis is clearly of great importance. 
The association between the giving of antibiotic injections 
and dermatitis in nurses is not necessarily causal. There 
are many other substances to which sensitisation can 
occur, notably other drugs, cosmetics, and plants. A 
number of the district nurses in this survey were also 
sensitive to dettol, and in considering sensitivity to 
procaine penicillin the possibility that the sensitisation 
may be to the procaine rather than the penicillin must be 
borne in mind. Certainly no nurse should be regarded as 
sensitised to antibiotics without conclusive evidence. 

But early diagnosis is as important as accurate diag- 
nosis. Industrial experience indicates that, in most 
people, removal from contact at the earliest sign, followed 
by simple treatment and careful technique thereafter, 
prevents the development of sensitisation and enables a 
worker to continue her employment. A very early sign 
seems to be swelling of the eyelids which, especially in 
the case of streptomycin, may precede all others. 


SUMMARY 


1. A survey of 70 local health authorities and 76 chest 
hospitals and sanatoria was carried out to ascertain 
whether sensitisation to antibiotics had taken place 
among their nursing staffs. Particulars were given in 
many cases of medical and dispensing staffs. 


2. The total number of cases reported was 256 (144 
from L.H.A.8 and 112 from hospitals). The population at 
risk was not ascertainable for the whole survey but was 
available for 8 L.H.a.s and 4 hospitals. The incidence 
was 4:3°% for the L.H.A.s, 1-8% for the hospitals, and 3-5% 
for the two groups combined. 


3. The sensitising agent was not me>tioned in ali 
cases, but in 86 L.H.A. and 102 hospital cases the patient 
was sensitised to streptomycin and in 73 L.H.A.s and 7 
hospitals there was sensitisation to penicillin ; there was 
1 case each of sensitisation to chloramphenicol and 
p- -aminosalicylic acid. In many cases there was sensitisa- 
tion to more than one antibiotic, and in a few sensitisation 
to other drugs as well. 


4. The hands, arms, face, eyes, and neck were involved 
in the great majority of cases. 


5. Medical staff, hospital nursing staff, district nurses, 
and hospital dispensers were all reported as affected. 


6. Prevention and treatment are briefly discussed. 


Thanks are due to all those medical officers of health, chest 
physicians, and others who provided the material on which this 
survey is based. 
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ACTION RECOMMENDED 


In a circular to hospital and local health authorities 
the Ministry remarks that the skin of both hands and 
face can readily be contaminated when a syringe is held 
vertically at eye level and air expelled from it before 
injection ; bubbles bursting at the tip of the needle then 
liberate a fine spray of the solution. In order to prevent 
sensitisation, the air should be expelled from the syringe 
with the needle still in the bottle from which the solution 
has been withdrawn. Care should be taken to support 
the piston during and after withdrawal, so that no further 
air enters. Special care must be taken to ensure that the 
needle is firmly attached to the syringe so that no sudden 
leakage occurs under pressure. 

Contamination of the hands with solution can still 
take place if the needle used for withdrawal is removed 
and another substituted for the injection. This is 
commonly done, either because a wide-bore needle 
facilitates withdrawal of viscous fluids, or because it is 
believed that perforation of the rubber cap blunts the 
needle. This belief is unfounded: it has been shown by 
experiment that piercing these rubber caps as many as 
100 times does not affect the sharpness of the needle. 
The second precaution advised is therefore that the same 
needle be used for both withdrawal and injection. This is 
particularly necessary when giving streptomycin ; and 
since this solution is not viscous, as fine a needle (e.g., 
no. 14 or even no. 17) may be used as is desired. 

After use the syringe should be rinsed out in plenty of 
water, and the doctor or nurse should then immediately 
wash the hands to rid them of any traces of solution. 


WAITING AT HOSPITAL 


Views of Women’s Institutes 


THE National Federation of Women’s Institutes, 
at their 33rd annual general meeting, held in London 
on July 17 and 18, passed the following resolution : 


That, while appreciating the magnificent work which 
the hospitals have done and are continuing to do, often 
under extremely difficult conditions, this meeting, in view 
of the long period of waiting frequently experienced in 
clinics and hospital outpatients’ departments, asks Hos- 
pital Management Committees to review the appointments 
system in hospitals under their control, bearing in mind 
the special difficulties of country people who have to 
travel long distances by public transport. 


Mrs. Mary Somerset produced, recent evidence of the 
kind of hardship that lack of an efficient appointments 
system entails for patients, especially country patients. 
In her area (part of one of the Home Counties) a ques- 
tionary had been sent to all women’s institutes asking 
people who had been kept waiting for “‘ an unduly long 
time (ie., over an hour)’’ in outpatient departments 
to give their names and details of the occasions on 
which they had had this experience. There was a very 
large response which would have been still larger, 
Mrs. Somerset thought, if some patients had not feared 
that—although the information was confidential— 
complaints might prejudice the care they received next 
time they visited hospital. 
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We have been given the opportunity to see 58 of the 
replies to this questionary, and from these (which were 
not the whole number received) we select the following 
15 examples : 

I 


March to October, 1952. A mother took her 4-year-old 
child on five occasions at 2 P.M. to attend sessions of 
an eye clinic. At three of these visits the child needed 
two examinations. The first examinations took place at 
3.20, 3.10, 3.30, 3.30, and 2.40 p.m. ; the second examinations 
at 4.50, 5.15, and 4.45 p.m. On one of the two remaining 
occasions the mother had to wait to see the almoner, and left 
after 6 p.m. They had a journey of 14 miles each way. 


It 


November, 1952. A woman came in from the country to 
attend a session at 3.30 p.m. and was not seen till 4.45 p.m. 
She told the nurse her last bus would go at 4.55 P.m., but 
no interest was shown. She had to take a taxi part of the 
way back. Journey each way, 13 miles. 


November, 1952. A patient had an abdominal operation, 
and 4 weeks later attended at 2 p.m. Seen at 4.50 P.M. 
Journey each way, 7 miles. 


IV 


January, 1953. A mother left her daughter in bed with 
influenza, and took her son to the eye clinic to attend a session 
at 10 a.m. They left the house before 9 A.M., expecting 
to be back by 12 Noon. Seen at 12.20 p.m. Back home at 
1.30 p.m. The daughter had had no attention, and the 
mother and son nothing to eat, in the interval. Journey 
each way, 4 miles. 

v 


‘A mother took a child of 2 to a session at 10.30 a.m. 
Left home at 9.30 a.m. Not seen till after 2 p.m. Home 
at 3.30 p.m. No canteen. Journey each way, 7 miles. 


vI 

October, 1952. A mother who had to take a 5-year-old 
child to hospital twice a week for 3 weeks always waited 
2-3 hours—never less than 2. 


vil 


October, 1952. A patient who was feeling very unwell 
attended a session at 3.15 p.m. and was seen at 6 P.M. 
As he had to contend with a 3-hourly bus service he left home 
in the mid-morning, and did not get back till 9 p.m. Journey 
each way, 8 miles. 

VIII 


June, 1952. Another patient taking two buses and using 
a 3-hourly service caught a bus at 12.50 p.m. to attend 
a session’at 2.15 p.m. Seen at 4.15 p.m. Not home 
until 8.15 P.M. 

Ix 


May, 1952. A man attended at 2 P.M.; seen at 3.55 P.M. ; 
interview completed at 3.57 p.m. Journey each way, 14 miles. 


December, 1952. A mother took her 7-year-old son to 
attend a session at 10.30 a.m. Caught bus at 9.40 a.m. ; 
seen at 12.10 p.m. Home at 1.25 p.m. No canteen. 


xI 


October, 1952. A mother taking small children to a 
series of sessions at 9.30 A.M. was usually not seen before 
12.15 p.m. Journey each way, 14 miles. 


XII 
December, 1952. A patient left home at 7.45 a.m. in 
order to attend at 10 a.m. Seen at 12.25 p.m. Journey each 
way, 35 miles. 


September and October, 1952. A woman took her mother 
to hospital on three occasions. On the first two, her mother’s 
file was mislaid, and they waited 3!/, hours each time. On 
the third occasion the file was available, and they only waited 
23/, hours. 


XIV 
December, 1952. A woman caught a bus at 8.30 am. 


to attend a session at 10.30 a.m. Seen at 12.35 p.m.; home 
at 5 p.m. Journey each way, 12 miles. 


XV 
1952. <A patient with a spinal condition, who finds sitting 
very painful, left home at 9.30 a.m. to attend a London hospital 
for a session at 2 P.M. She was seen after 2'/, hours, and 
then had to wait until 7 p.m. to be seen again. She caught 
a late train back, reaching her home station at 11.15 p.m. 


Mrs. Somerset noted that eight women’s institutes, 
all in the same part of the county, had said they had 
no cases of waiting to report, and that their members 
were fully satisfied: evidently appointments systems 
were in action in the hospitals which they used. 

Lady Liardet mentioned unpunctuality of the medical 
staff as a cause of much waiting in hospital. She quoted 
the finding of J. D. Welch and Norman T. J. Bailey! 
that the overriding reason for this unpunctuality is a 
traditional one: ‘‘ they have grown accustomed to seeing 
patients waiting.’ In 1949 the Ministry of Health, 
she recalled, sent a memorandum to hospital authorities 
asking them to establish appointments systems,? but 
many hospitals have been unable to persuade their 
consultants to accept the idea. 

Another speaker referred to the effect of long delays 
on the Hospital Car Service, whose volunteer drivers 
may have to wait about for many hours for the patients 


‘they have brought in from country places. Some 


of them are unable to spare the time for such waits, 
and withdraw their services. 

We have had the opportunity of seeing reports from 
three such drivers which were among the answers to the 
questionary. They gave the following accounts of their 
experience : 


In January, 1951, a volunteer driver, after waiting 3 
hours for a patient in very bad weather, developed pneu- 
monia and was ill for 3 months. He has since withdrawn 
his services. 

A woman volunteer driver has waited 3 hours on two 
occasions for patients attending one hospital. In October, 
1952, she took a woman of 79, who had fallen and broken 
her wrist, to another hospital. They arrived at 5.50 P.M. 
The wrist was X-rayed at 6.40 p.m.; they then waited until 
the houseman had finished his round and had supper before 
he set it. They left the hospital at 9.50 p.m. The patient 
was left sitting in the casualty department throughout the 
4-hour wait. 

Last January a woman volunteer driver took a diabetic 
patient who had lost a leg for an appointment at 11 a.m. 
Seen at 12.15 p.m. and sent for a laboratory test at 2.10 P.M. 
Left hospital at 2.45 p.m. Other patients needing dressings 
on their amputated limbs waited 2-3 hours with the limbs 
uncovered. 


Mrs. Silberstone, reporting the case of a mother 
obliged to wait with an 18-month-old child from 9 a.m 
to 2 P.M. in an outpatient hall with no canteen, com- 
mented on the lack of imagination which makes this 
kind of thing possible. 

Dr. Albertine Winner mentioned two points on the 
consultant’s side: he might be asked on arrival, by 
his houseman, to come and see an urgent case in the 
wards ; or he might have to interrupt his work to see 
an emergency. The Ministry of Health, Dr. Winner 
said, have already urged strongly the importance of 
setting up appointments systems; but the hospitals have 
their roots in the community, and it is for the com- 
munity to see that they are getting the kind of service 
they want. She advised the meeting to accept the 
motion referring this matter to the hospital management 
committees rather than an amendment asking the Minister 
zo Health to enforce such systems ; and this the meeting 

id. 


1. Lancet, 1952, i, 1105. 
2. Ibid, 1949, i, 289. 
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IN ENGLAND NOW 


A Running Commentary by Peripatetic Correspondents 
It all started when I was posted to West Africa during 
the war. I had been warned by colleagues who had been 
there that the worst problem was boredom, and that it 
was essential to have a hobby. What better hobby than 
a horse? I had always wanted to learn to ride and I 
had plenty of leisure. So now that I have become a 
consultant (part-time) in the N.H.S. I naturally at once 
thought of doing all my travelling on horseback. 

In the scattered clinical area in which I work a large 
amount of time is spent in travelling. How healthy to 
pass it in the open air. How impressive to clatter past 
the traffic lights shouting ‘‘ Life or death!” to the 
policemen, and to arrive in a gallop at the patient’s 
door; to lean down to shake hands with the family 
doctor in his Bentley or Allard. (Far better than creeping 
up in a Morris Eight, which is all I could afford other- 
wise.) To jump down and toss the reins to a bystander 
to hold. (Don’t forget to note for practice expenses : 
‘“Item, paid to bystander for holding of horse: 6d.’’) 
To unpack one’s black bag from the saddle-pannier, and 
after a long hack a nose-bag of oats from the other side. 
My patients, being children and sometimes crotchety, 
are put in a good mood when they learn that the doctor 
came on horseback. 

Of course I shall soon be very rich. Some of my 
clinics are at cottage-hospitals twenty miles away, and 
travelling-time is paid at the same rate as ordinary 
sessions. I reckon to travel at eight miles an hour or so, 
and these distant clinics are worth at least three sessions. 
If I can get some a little further off, I shall make a lot 
of money out of overnight subsistence. The regional 
board may, of course, question this prolonged travelling 
time ; but rather than face the expense of my journey 
to see them about it—over a hundred miles—and 
provision of a locum while I am away they will probably 
pay up. Our next battle, I foresee, will be over mileage 
allowance. The standard rate is based on a ten-horse- 
power car, and they may well start by trying to pay me 

ro rata for one horse-power. This might seem fair at 
bret, especially as hay is a good deal cheaper than petrol 
and roadside grass is to be had free. But as every school- 
boy knows the horse-power of an eight-horse-power car 
is now about 36-9. (It is not how much work they can do, 
but how fast—or slowly. Something to do with the 
Equine Propulsive Operatives’ Union, no doubt.) I am 
sticking out for it that my horse has at least a dozen 
brake horse-power. 

I realise that I shall have a tussle with the income-tax 
collector. I expect he will ask some nasty questions about 
what I do with the manure accruing from the said horse. 
Is it ploughed back into the practice? As a matter of 
fact he may have something there. I could start growing 
oats in a big way. Perhaps the horse will become entirely 
self-supporting, which will be better than being entirely 
imaginary. You see, because of the tsetse flies, there 
were no horses in the part of Africa in which I was 
stationed. 


An attempt is being made in our hospital to form a 
Society of Arachnodactylists. All founder-members 
will have a finger in every pie. At first sight long 
fingers would seem to be the necessary qualification 
for membership, but it has been pointed out that it is 
usually thumbs which are inserted into pies. Polydactyly 
has therefore been accepted as the desideratum on the 
understanding that at least some of the supernumerary 
digits are attached to the first metacarpal. Discussion 
of the nature of the plums to be pulled out has revealed 
a serious difference of opinion. One colleague thought 
that these might be portions of prolapsed nucleus 
pulposus for the neurosurgeon, pieces of muscle or liver 
for physicians, or a bit of almost any gland for the 
endocrinologist. Those (full-time) gentlemen, however, 
held a different view, and felt that the plums were 
certain to be political fruits of power, and that member- 
ship of the society should be by envious election of 
haves and would-haves by the have-nots. But it was 
finally decided that membership would be not so much 
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a matter of election, even in absentia, as of qualification, 
like Stevenson’s Suicide Club, on diagnosis by one’s 
colleagues. 

* * * 


Nowadays our little life is rounded with certificates, 
from the red one of birth, signifying our debt to society, 
to the kindly black quittance of death. In between, we 
spend our days avoiding some kinds of certification, and 
seeking others. If we are well brought up, the first 
board we encounter is not the Conjoint, but the Associated 
(of the Royal Schools of Music), which tastefully certifies 
that we have attained the first step to the temple of 
Apollo. Then comes the General Certificate of Education, 
and hard upon it our certificate of registration as a 
medical student. The next quinquennium is marked 
only by an unpretentious little document certifying that 
we are believed to be “ skilful and well-informed in all that 
belongs to the duties of a Public Vaccinator.’”’ At last 
we are M.B., With an academic certificate and a certificate 
from the General Medical Council certifying our admission 
to the Register. In due course, perhaps, comes the M.D., 
with a certificate on greaseproof paper, and (if we have 
any money left) another chit from the G.M.C. 

If we are men of genius and stamina we may aspire to 
letters testimonial in Latin: “‘ SCIANT OMNES NOS 
A.B....’ Here some of us may get our own back on the 
erudite certificating bodies. Faber, Venator, Piscator, 
Sartor, Niger, Albus, Hiems, Ver are easy; the Zodiac 
helps with Taurus and Sagittarius; and most of us 
after a little thought could manage Os, Barba, Collis, 
and even Cerebrum. But we doubt whether Virgil himself 
could latinise Colquhoun or Haythornthwaite. 

After the letters testimonial aforesaid, the world has 
nothing to offer but a patent of nobility ; but no member 
of our local academy (flourishing as it undoubtedly is) 
has yet received one. 

* * 


We village doctors are not perhaps the most dressy of 
mortals, but having been invited aboard one of H.M. 
ships to witness the Review I naturally put on my good 
suit, and even found at the bottom of a cupboard a 
tolerably respectable hat, an ancient hunting bowler in 
what our North Country surveyor would call a fur state 
of repur. Unfortunately when I came over the side I 
was wearing also my disreputable mackintosh and was 
carrying not only a quantity of cameras and field-glasses 
but also a decrepit basket containing a few home-grown 
strawberries covered by a cabbage leaf, a gift for the 
commanding officer. Looking thus rather like a cross 
between a tramp and a bum-boat woman, I was dis- 
concerted on stepping aboard to be faced by all the 
ship’s officers standing to attention and at the salute. 
Reflexly I removed my hat, bowed, and shook hands 
with the captain and escaped below without actually 
dropping everything or falling over my own feet; but 
it was a wretched entrance and badly under-rehearsed. 

* * 


It is a few years ago now. I was sitting next to a 
student, from the West Indies I should think, on top 
of a bus. The book which he was diligently reading was 
open at an illustration of the dissected hand. 


“Cunningham's Anatomy,” I could not resist saying. 

** Yes, Sir,”’ said he. 

“It is just thirty years since I passed my examination in 
anatomy,” said I. 

“Then I hope, Sir, that in thirty vears’ time I shall be 
able to say the same.” 


As a ready and courteous reply I feel that this is 
worth recording, and should my chance acquaintance 
read these lines, and send to T’'he Lancet his name and 
address and his medical school (he told me where he was 
studying), and an indication of where we were at the 
time of the conversation, I shall be pleased to pass on to 
him the cheque with which The Lancet remunerates its 
peripatetic correspondents. I should also like to know 
whether he passed his examination. 

* * 


The Queen’s Drive.—‘‘ Stands are being erected outside 
the hospital for the Queen’s drive, and we hope to have 
a number of nurses lined up for the occasion, thus calling 
for no expense for decorations.” 
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Letters to the Editor 


WHAT IS ULCERATIVE COLITIS? 


Sir,—In his interesting article (June 20) Mr. Brooke 
claims that ileocolitis, ulcerative colitis, and procto- 
sigmoiditis are quite distinct pathological entities. What- 
ever may be the truth of his contention regarding the 
differentiation of the first two of these conditions—and 
many gastro-enterologists will I think prefer to reserve 
their judgment on this debatable question till more 
pathological and clinical data are available—it is cer- 
tainly incorrect to describe ulcerative colitis and procto- 
sigmoiditis as fundamentally different diseases. 

In an experience of several hundreds of these cases at 
St. Mark’s Hospital we have been able to observe all 
gradations in the extent of bowel involved, and the 
severity of the pathological changes and symptoms 
produced, between mild granular proctocolitis confined 
to the rectum or rectum and distal sigmoid, and severe 
widespread colitis causing the gravest constitutional 
disturbance. The mucosal alterations in the milder distal 
forms of the disease may be relatively slight and consist 
of minimal granularity, but more frequently they are 
quite indistinguishable sigmoidoscopically from those of 
ulcerative colitis, for discrete ulceration evident to the 
naked eye on endoscopy is much less common in these 
latter cases than is generally imagined. If any further 


proof were required of the essential similarity of distal 


and more extensive forms of colitis, it is provided by 
our finding in a number of cases of mild granular procto- 
sigmoiditis that the pathological process subsequently 
&pread proximally to involve the entire colon and to 
produce severe symptoms requiring colectomy. 


London, W.1. J. C. GOLIGHER. 


Srr,—I was interested to read Mr. Brooke’s article 
of June 20. His separation of a condition of ‘‘ procto- 
sigmoiditis ’’ from ulcerative colitis I believe to be 
important. ** Procto-sigmoiditis’’ is nearly always 
associated with constipation, as Mr Brooke states, and 
can be cured by a course of bismuth subgallate in ‘ Isogel ’ 
retention enemata, if the patient’s stools are sub- 
sequently kept soft with liquid paraffin or isogel by 
mouth. I have known several patients who, with this 
treatment, have become symptom-free in two or three 
weeks when the condition had previously been indolent 
for several years. 

This disease should rarely require recourse to surgery. 
It should be pointed out, however, that the distinction 
between ‘‘ procto-sigmoiditis’’ and ulcerative colitis 
may be difficult and occasionally impossible to make 
in the early stages, and it is for this reason that there is 
not universal agreement that it is a separate entity. 
Ulcerative colitis may start localised to the rectum and 
sigmoid and be associated with constipation, the disease 
later spreading to involve more of the colon, with the 
onset of diarrhea. But such a spread is likely to occur 
within a few months, so that the length of the history 
is an important distinguishing feature between the two 
conditions. Another differentiating point is the barium 
enema, which is nearly always normal in the early case 
of “ recto-sigmoiditis,’ but is usually abnormal in 
ulcerative colitis. 

With Mr. Brooke’s views on the nature of ulcerative 
colitis, I profoundly disagree. He states that ‘ true 
‘idiopathic ’ ulcerative colitis is probably not a specific 
disease entity, so mueh as a pathological state arising 
from damage to the colon by a number of different 
agents.” In support of this view, he heads his list of 
agents causing the initial trauma to the colon with 
bacillary dysentery, stating that ‘The history, in a 
definite proportion of cases, starts with a recognised 
attack of bacillary dysentery, and rarely amebiasis 


” 


is to blame. . On the contrary, the proportion is 
most indefinite, and, although there have been advocates 
of this theory ever since the similarity between the post- 
mortem appearances of bacillary dysentery and ulcerative 
colitis was first noted in 1875 by Wilks and Moxon, 
the bulk of evidence is against there being any relation 
whatsoever between them. If there were such a relation, 
surely we would expect to find ulcerative colitis cropping 
up in the large number of ex-Servicemen who had an 
attack of dysentery during the late war. It is, in fact, 
exceptional to find such a case. Moreover, where the 
relation of bloody diarrhea to an attack of dysentery 
in the past is at all definite, most clinicians would not 
label the case as ulcerative colitis. The evidence in 
favour of other infective agents causing initial damage 
to the colon is equally unconvincing. 

I believe, and I hope that others who have studied the 
disease will agree, that ulcerative colitis most certainly 
is a specific disease. Its heavy incidence among the 
under-40s, the devastating and often fatal course which 
the acute fulminating type runs (incidentally, hardly 
‘rather rare ’’ as Mr. Brooke states, since it constituted 
20% of the ‘“‘ new cases’’ in the Oxford series *), the 
tendency to relapse, the not infrequent relation of both 
first attacks and relapses to an emotional episode, and 
the personality of the patient, on which much valuable 
psychiatric work has been done, are some of the features 
in favour of the disease being a clear entity. I cannot 
see that any useful purpose is served by attempting to 
over-simplify a disease which has confounded so many 
for so long. 

Furthermore, I sincerely hope that, when we have 
established the cause of ulcerative colitis, we shall be 
able to cure it without recourse to the surgery of which 
Mr. Brooke is such an admirable exponent. However 
excellent his results and those of other surgeons, the 
price for the patient is almost always an ileostomy— 
which is a heavy price, especially for the young. This 
state of affairs cannot be considered satisfactory, and 
although at present the ball is with the surgeons, who 
admittedly offer the best chance of ‘‘ curing ’’ the disease, 
I contend that it will eventually return to the physicians. 


Worksop, Notts. J. M. Rick-OxLey. 


RELIEF OF MENTAL HOSPITALS 


Sir,—In theory there is much to commend Dr. 
Mullner’s suggestion (June 27) for the allocation of 
psychiatric beds in general hospitals ; in practice it is 
doubtful whether such an arrangement can be imple- 
mented to any significant extent in present circumstances. 
General hospitals are very short of beds in all their 
departments, and they have waiting-lists of admissions 
for at least six months ahead. I do not think it is fair to 
ask other departments to make a sacrifice; I do not 
believe that other specialists will receive with great 
enthusiasm a psychiatrist’s suggestion that they should 
give up some beds ; in fact I suspect that they might even 
accuse the psychiatrist of attempted robbery. If the 
idea is to be taken seriously, it demands nothing less than 
the building of a special psychiatric unit to provide the 
extra beds, adequate day-room space, and ancillary 
departments for a psychologist, psychiatric social worker, 
and occupational therapist; and it would be more 
economical to run a unit of 40 rather than 20 beds. Apart 
from the financial aspect, there is the difficulty of 
obtaining these medical ancillaries at present, indeed 
there are not enough to satisfy the needs of the mental 
hospitals, let alone any proposed psychiatric units in 
general hospitals. 

I heartily agree with the importance of not allowing 
newly admitted well-behaved patients to be warded with 


1. Wilks, S., Moxon, W. Lectures on Pathological Anatomy. 
London, 1875; p. 408. 
2. Rice-Oxley, J. M., Truelove, S. Lancet, 1950, i, 663. 
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chronic cases, but many mental hospitals have shendy- 
succeeded in achieving this segregation by building 
a separate unit. If this is run on general hospital 
lines—no locked doors, no blocked windows, abolition 
of asylum taps and lavatory half-doors, no restrictions 
on personal belongings—and if it is limited for voluntary 
well-behaved patients, one will find no difficulty in obtain- 
ing admissions. In fact one will develop a waiting-list. 


Park Prewett Hospital, I. ATKIN 
Basingstoke. Physician-Superintendent. 


PREVENTION OF POSTOPERATIVE CHEST 
COMPLICATIONS 


Sir,—Dr. Davidson’s article (June 20) on the pre- 
vention of postoperative pulmonary complications by 
the use of a long-acting local anesthetic to relieve post- 
operative pain is another instance of the increased interest 
being taken in this subject. The method used, however— 
the separate injection of two solutions, one of them an 
oily one—seems unnecessarily complicated and_ less 
certain in effect than the use of a single watery solution. 

It seems worth while to call attention again to a very 
simple, easily prepared, and inexpensive combination of 
the same two drugs which I reported on briefly last year.! 
This is a solution of 2% benzocaine and 40% urethane 
in distilled water. Its. “use was first described as long 
ago as 1946 by Rappaport.? It is perfectly stable, non- 
viscid, and very easy to inject—much more so indeed 
than the proprietary preparation ‘ Efocaine,’ which has 
also been used for this purpose.® 

Since my earlier report I have been using this solution 
for bilateral intercostal block after all upper abdominal 
operations. Apart from one or two partial failures due to 
inaccurate placing of the solution under one or two ribs, 
satisfactory analgesia has been obtained in all cases and 
no undesirable side-effects have been observed. Anss- 
thesia to pinprick has been present at the removal of 
stitches ten days later. The dosage of morphine required 
after operation has been approximately half that given 
to patients without the intercostal block. 

I have little doubt that surgeons and anesthetists 
will make increasing use of this method of postoperative 
pain relief as its benefits become apparent to them, and 
the simpler the method the more effective it is likely to 
prove. 


Sidcup, Kent. ALLENSON G. RUTTER. 


INJURY OF THE SPINAL CORD 


Smr,—In your annotation of June 20 on experimental 
injuries of the spinal cord the question is raised of 
laminectomy, incision of the pia mater, and posterior 
myelotomy as an urgent measure in cases of injury of 
the spinal cord in man. Probably the belief of most 
surgeons in this country today is that the majority 
of cases of spinal injury, like the majority of cases of 
acute head injury, are best treated conservatively ; 
but the results of the experimental work of Freeman and 
Wright, to which you refer, suggest that early operation 
on the contused human cord may offer a better chance 
of preserving its function. 

This is no new conception but one which was made 
over forty years ago following similar experiments made 
by A. R. Allen of Philadelphia,* who wrote : 

‘““My tentative conclusion is that in cases of fracture 
dislocation of the spinal column in the human subject, in 
which there exists the symptom picture of transverse lesion 
of the spinal cord, it were well to perform laminectomy 
at the earliest possible moment, and if the cord be not 
completely severed to make a median longitudinal incision 
through the area of impact by means of a fine canaliculus 
knife in order to drain the injured tissue of the products 
of cedema and hemorrhage.” 

. Rutter, A. G. Brit. med. J. 1952, ii, 1418. 
. Rappaport, F. Acta med. orient.'1946, 


115. 
. Royalle, H. L. M. Brit. med. J. 1952, i 1293. 
J. Amer. med. Ass. 1911, 57, 878. 
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“We not this of A. R. Allen, 
early death probably curtailed much of what he had in 
mind. 

Early operation has been practised in a few clinics, 
notably that of Prof. René Leriche when he was at 
Strasbourg ; but as far as I know, no report of results 
has been issued, and there would appear to be little or no 
enthusiasm among surgeons generally for the practice. 
There are difficulties associated with it which may not 
at first be apparent. Spinal shock may mask the early 
clinical picture, and what may at the time appear to be 
a complete transverse lesion may recover completely, 
function having been merely temporarily suppressed 
by concussion of the cord. Because of its destructive 
effect, an incision into the cord in such cases is liable 
to do more harm than-good, especially at the hands of 
an inexperienced surgeon, while the operation to expose 
the cord in the shocked patient is itself not without risk. 

Early exploration may well be advisable in some 
cases of injury of the spinal cord, but it should be done 
by a surgeon experienced in the surgery of the cord 
and in surroundings where full facilities exist for coping 
with shock and hemorrhage. Reports on some cases 
so treated are urgently wanted. 

Surgical Unit, 


The Royal Infi 
LaMBERT ROGERS. 


PHENYLBUTAZONE 


Sir,—The increasing number of fatalities due to 
phenylbutazone poisoning compels us to examine once 
again our ideas on the origin of rheumatism. Following 
the introduction of each new ‘‘cure’’ of rheumatoid 
arthritis the sequence of events assumes a pattern whose 
constant repetition makes it easy to recognise. Firstly, 
there is the dramatic response in the individual case, 
followed by a test in a group of cases. Then come reports 
of “ side-effects ’’ or ‘‘ toxic effects.’’ Finally there are 
the fatal results and the belated recognition that we are 
dealing with a poisonous or debilitating agent. In our 
preoccupation with the fatal case we are apt to lose 
sight of the connection between toxic effect and cure. 

This connection, to which I first alluded in 1942, has 
been maintained in all the effective therapeutic agents 
introduced since then. Cortisone appeared at first to be 
different, but now it is pretty certain that hyper- 
adrenalinism is the active agent. Insulin was effective 
because it induced a state of abnormal metabolism in 
non-diabetic subjects. The profound metabolic disturb- 
ances induced by phenylbutazone need no emphasis. The 
reaction which is rheumatism is not initiated or sustained 
by the tissues in conditions of abnormal metabolism or in 
debilitated states. 

I am particularly disappointed with phenylbutazone, 
since I had hoped by a special technique to reap thera- 
peutic benefits while the toxic effects were still reversible. 
Among 20 cases treated so far, 3 showed toxic effects— 
nausea, headache, and @dema. At the same time, in 
spite of the absence of controls, there was no doubt of 
the efficacy of the drug when given in high dosage. As 
the toxic manifestations disappeared when the drug was 
withdrawn I have been giving it in full doses of 600-800 
mg. daily for three days and withholding it for two days. 
This régime has been satisfactory, but the case described 
by Dr. Dilling (June 20) shows that it is not safe. In 
your leading article you advocate close attention to the 
signs of toxicity and careful selection of cases. You go 
on to say, “it is questionable whether these conditions 
can be fulfilled without hospital supervision.”’ 

How can one foretell whether a patient will develop 
agranulocytosis or not? In Dr. Dilling’s case it was 
preceded by other toxic manifestations which cleared up 
on withdrawal of the drug. The agranulocytosis developed 
subsequently after three days.:on. a.reduced dosage. 
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Short of daily blood-counts I do not see how the onset 
of agranulocytosis can be predicted. 

Rheumatoid arthritis is a disease of well-nourished, 
healthy populations. In tropical Africa where the 
resistance of the population is lowered by infectious and 
parasitic disease and by malnutrition, rheumatoid 
arthritis is exceedingly rare; but it is common enough, 
apparently, in American Negroes. As our standard of 
living rises in the West we are getting more and more 
rheumatism, poliomyelitis, peptic ulcer, and psycho- 
neurosis. These are not new disea es. They come to 
the surface when we shatter the equilibrium which was 
maintained by the infectious diseases and malnutrition. 
In our awkward and laborious attempts to cure rheuma- 
tism and the psychoneuroses we go a long way to copy 
Nature’s mechanism in provoking debility and trauma 
by major operations and anesthesia, leucotomy and 
convulsions, hormonal overdosage, metallic and other 
forms of poisoning, and the occasional inoculation of 
infections which we can cure at will. Altogether our most 
effective remedies, if ‘‘ pushed ’’ to cure, carry a higher 
mortality than that which obtains within the natural 
mechanism of control. I suppose the invention of these 
remedies represents conscious efforts on our part, but 
to an unbiased observer they might very well appear 
determined. It is impossible to dissociate the toxic 
effects from the therapeutic effects of the agents ”’ 
which cure rheumatism. Up to date this applies in 
medicine as well as under natural conditions. Perhaps 
it must be so. 

Bristol. WiLuiaM HuGuHEs. 


; INSULIN NECROSIS OF SKIN 


Srr,—Last year Bartelheimer! described a case of 
skin necrosis in a diabetic. 

The patient was a man of 27 who was known to have had 
diabetes for 10 years. A few months after the discovery of 
diabetes the site of each insulin injection became hard and a 
wedge-shaped piece of skin detached itself. There was no 
marked inflammation or pain, and the over-all response to 
insulin was satisfactory. When the patient was seen 10-years 
later he showed numerous rounded sunken scars on the 
thighs, each with a punched-out appearance and a thin 
crinkly surface. Bartelheimer regarded this sequence of 
events as comparable to insulin lipodystrophy. 


A very similar case has come to light at University 
College Hospital. 

The patient was a man of Italian extraction whose diabetes 
was diagnosed in 1940 at the age of 30. In the early months 
of treatment with insulin, which he injected himself, hard, 
slightly reddened areas appeared at the site of the insulin 
injections. These, he said, did not suppurate but gradually 
became sunken in the course of a few weeks. Other injuries 
and venepunctures were not followed by this curious change ; 


1. Bartelheimer, H. Schweiz. med. Wschr, 1952, 21, 573. 
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and, on examination in 1952, the skin lesions were limited 
to the upper legs. They consisted of rounded or oval sharply 
defined scars, some with shelving edges, but the majority 
depressed about */, in. below the general surface of the skin. 
Their surface was soft, white, and wrinkled, and there was 
no induration beyond the visible limits of the scars. 

The blood Wassermann reaction was negative, and the 
clinical appearances were quite unlike those of macular 
atrophy although the accompanying figure may give this 
impression. The site and appearance of the lesions and their 
fairly rapid course makes it unlikely that they were due to 
necrobiosis lipoidica. The patient died of uremia due to 
intercapillary glomerulosclerosis. 


Unfortunately no material was obtained for histological 
examination ; after a lapse of 12 years perhaps the only 
information it might have given would have been the 
level at which the changes had taken place. Clinically 
this appeared to be a dermal rather than a subdermal 
process. 


University Coll Hospital, 
London, Wc... P. J. HARE. 


CONTRACEPTIVE TECHNIQUE 
Sir,—In December, 1952, I obtained supplies of 
‘Preceptin Vaginal Gel’ having in mind two patients 
for whom the use of a diaphragm was impossible. 


In one case there was moderately severe postpartum 
prolapse, and in the other a deformed cervix damaged in a 
placenta previa operation. I supplied both patients with 


-_preceptin and its applicator, and was satisfied that each 


understood the method of depositing 5 ml. in the posterior 
vaginal fornix. 

Very unfortunately one patient menstruated only once 
after adopting the technique and then became pregnant. 
The other menstruated twice. In each case pregnancy 
at that time was contra-indicated, and in one case termination 
was subsequently recommended. 


In the light of this experience in the only two cases 
where I have advised patients to use preceptin, who 
can doubt that Dr. Marie Stopes is right in the contention 
expressed in her letters of May 2 and 30 ? 


Hildenborough, Kent. C. GLAISHER. 


HALLUX VALGUS 


Sir,—In your annotation last week you ask, in con- 
nection with the design of shoes, what form the lead from 
the medical profession should take. There is, I suggest, 
only one answer to this question. The demand should 
be that no shoe should be designed or allowed to be worn 
by children which can cause deformity. It is quite clear 
that the present shoe design for the adult is based upon 
the almost universal hallux valgus of the adult popu- 
lation. It is therefore of little value to alter the design 
of the adult shoe unless one has a population with 
straight inner borders to its feet. 

The development of hallux valgus can only be avoided, 
as we have shown in the Shoe Scheme in Ealing, by 
careful supervision of the footwear of children. Once 
there is complete ossification of the foot bones, little can 
be done to remedy the position. Fortunately, we know 
from our experiment here that even if a child has already 
developed a hallux valgus this will straighten if a proper 
fitting is provided. You may well ask how we are to see 
that children have normal foot development up to school- 
leaving age; and here, I suggest, is an opportunity for 
codperation between the school medical service and the 
boot and shoe trade to find a method of supplying to 
every child a shoe that will allow normal foot growth and 
secure inspection of the children’s feet. 

In Ealing we have a nurse who carries out foot inspec- 
tion in schools in order to advise parents on fittings that 
are necessary and any foot defects that need treatment. 
This is only part of the story since there is enormous 
difficulty in finding correct footwear for children in the 
ordinary retail shops, and it is equally difficult to find 
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trained and competent people in the shops to fit the 
children’s feet with the shoes available. 

Possibly we shall have to revert to the individual shoe 
for each child, made to its own last on a cheap mass- 
produced basis. We have been experimenting in this 
direction ; but there is a need for imagination, enterprise, 
and close coéperation between the Ministry of Education, 
the school medical service, and the boot and shoe trade 
if the problem is to be finally overcome. What is quite 
certain is that to start on this problem by designing 
footwear for adults is to start twenty years too late. 

Can we not, as a profession, use our influence to secure 
some constructive approach to this almost universal 
medical problem ? Hallux valgus is preventable, so why 
not prevent it ? 


Ealing, London. W. G. Bootu 


Area Medical Offieer. 


PITUITARY-THYROID RELATIONS IN GRAVES’S 
DISEASE 


Simr,—I have read with great interest the excellent 
paper by Dr. Werner and associates! on the patho- 
genesis of hyperthyroidism, and your annotation of 
Feb. 28. 

Dr. Werner argues on the strength of clinical experi- 
ments that hyperthyroidism cannot possibly be the result 
of hyperpituitarism: the administration of thyroid- 
stimulating hormone (T.3.H.) to hyperthyroid patients, 
although increasing the release of hormone from the 
thyroid gland, as judged by a rise of the protein-bound 
serum -iodine level, fails to raise radio-iodine uptake in 
the gland, which serves as an indicator of hormone 
synthesis. (In normal individuals 1.s.H. increases both 
of these functions.) Thyroid, given to untreated 
hyperthyroid subjects, does not significantly depress 
T.3.H. release, as judged by the radio-iodine uptake, 
but does so in ['*!-treated patients and normal controls. 

As you point out, it is hard to devise experimenial 
methods for the study of this subject which would defy 
criticism. Yet the following points should be taken into 
consideration. Increased 1.8.H. blood-levels might well 
be inactivated by a hyperfunctioning thyroid, and 
therefore not be demonstrable—a possibility mentioned 
by Dr. Werner but not, in my view, with sufficient 
emphasis. Moreover, it is well known that exogenous 
stimulation of intact or per se hyperfunctioning hormonal 
glands does not lead to an unlimited increase in their 
activity, which is after all not a linear function of the 
amounts of hormone present in the organism. The 
same applies to the activity of endogenously hyper- 
active endocrine glands, which does not go beyond a 
certain limit either. In acromegaly, for example, an 
active eosinophilic tumour of the anterior pituitary lobe 
does not produce unlimited growth. 1.s.H. in the 
animal experiment raises acinar cell height, iodine 
uptake, basal metabolic-rate, &., to a certain level only, 
which cannot be raised by further administration. 

There is also a debatable point in Dr. Werner’s reason- 
ing with regard to the response of untreated and ['*!- 
treated hyperthyroid patients to the administration of 
thyroid hormone. First of all, in my opinion, we cannot 
draw definite conclusions from the fact that thyroid 
hormone fails to inhibit an abnormally active anterior 
pituitary lobe in the same way as it does a normally 
functioning one. No mention was made in Dr. Werner’s 
paper of the amounts of hormone used in his observa- 
tions. It is quite possible that large amounts of thyroid 
hormone might have a thyroid-depressing effect if one 
dared give them. Moreover, thyroid hormone lowers 
thyroid function not only by depression of T.s.H.-secretion, 
but also by a direct action on the thyroid gland. You 
mention that in view of its non-hormonal iodine content 


1. Werner, S. C., Hamilton, H., Nemeth, M. J. clin. Endocrin. 
1952, 12, 1561. 


it was unfortunate that thyroid hormone and not 
thyroxine was used in Dr. Werner’s experiments. It 
might be interesting to investigate the various thyroxine 
analogues which have a thyroid-depressing rather than a 
calorigenic action (tetrabromtyronine, tetrachlortyronine, 
2’-6’-diiodotyrosine). 

Dr. Werner concludes from his observations that 
hyperthyroidism is as a rule not due to hyperpituitarism, 
or, in other words, that hyperthyroidism is not the result 
of a breakdown of the pituitary-thyroid servo-mechanism. 
I am sure that everyone will agree with Dr. Werner on 
this point. Hyperfunction or hypofunction of all the 
target glands under pituitary control is known to occur 
either as the result of variations of pituitary function, 
or independently—i.e., as the result of primary derange- 
ment of the target organ. It is well established that 
only a minority of cases of abnormal thyroid function 
are due to primary pituitary disorder. The attempts 
to determine the circulating 1T.s.u. blood-level in thyroid 
disease also support this conception, as pointed out 
by you and Dr. Werner. In a minority of hyperthyroid 
patients 1.s.H. blood-levels were indeed found to be 
increased, and this is the group of so-called pituitary 
hyperthyroidism, the first case of which was described in 
1923.2, Such patients usually have a combination of 
hyperthyroid and hyperpituitary manifestations, such 
as acromegaly, or signs of a pituitary tumour. 

Jerusalem. HERMAN ZONDEK. 


JUNIOR HOSPITAL STAFFING 


Smr,—I was. most interested in Dr. Forrester’s article 
(June 13). The problem of the registrar can be stated 
simply. If each man in the registrar or senior-registrar 
grade is to become a consultant, then, seeing that the 
normal time spent in these two grades would be about 
5 years and the normal life of a consultant several times 
as long, it stands to reason that not every consultant 
can have a “ trainee consultant ’’ working under him. 
In fact there would only be one trainee to about every 
five consultants in each branch. Progressive expansion 
of the consultant service and ‘‘ export’’ of consultants 
will help this ratio somewhat, but the only alternative is 
for many consultants to do without or to employ those 
who intend to go into general practice. 

With regard to this last possibility, there is one adverse 
factor operating at the present time which was not 
mentioned by Dr. Forrester—namely, National Service, 
which drains away many who would spend a little 
longer in hospital practice. 

The question is, how can young doctors be encouraged 
to gain more hospital experience ? Some do so, especially 
in medical subjects, in order to improve their knowledge 
for general practice. If diagnostic facilities were generally 
available to them, as they are in this area, this would be 
some further encouragement. 

In surgical subjects in the larger non-teaching centres, 
the practice of having general-practitioner surgeons 
attached to special departments or helping with 
emergency surgery works well, and is an economy in 
registrars. The joint appointment by the regional 
hospital board and executive council of suitable men 
might be a practical proposition, and ensure that the 
skill of many trained in surgery is not lost to the 
community. 

In medicine, the full-time registrar cannot be entirely 
replaced by general-practitioner registrars, as it is often 
necessary for him to deputise for the house-physician 
and relieve the consultant of clerical duties which 
necessitate a close day-to-day knowledge of the ward 
patients. Nevertheless, again there is a place for certain 
general practitioners in the medical departments of the 
larger hospitals. 


2. Zondek, H. Die Krankheiten der éndokrinen Driisen. Berlin, 
1923; p. 52. 
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Although a certain amount of continued practice by 
the consultant in the more menial tasks is good for him, 
he is of most value to the general practitioner if he has, 
and continues to gain, wide experience of the unusual ; 
and lack of junior staff must of necessity curtail this 
experience. Also the cutting out of domiciliary consulta- 
tions to make more time for hospital work would, I 
consider, be bad for the service, since such consultations 
strengthen the bond between general practitioner and 
hospital service and enable both to gain more under- 
standing of each other’s problems. 
Children’s Annexe, 
Luton and Dunstable Hospital, 
Luton, Bedfordshire. GRAHAME Face. 

Str,—At the risk of taking their attention off their 
floats I suggest that the three unsuccessful anglers on 
Wigan pier (May 23) will do well to change their baits and 
their quarry. Not long ago there were fewer anglers 
and the fish tumbled over each other to be caught, and 
I have reason to think that these veteran anglers are no 
less succesful now. Those with empty creels will do 
well to consider their methods and copy their more 
seductive lures. They are hoping to catch, not stokers 
and kitchenmaids, but ambitious members of a learned 
profession. I do not pretend that this is the whole 
answer to their troubles. A change of bait will earn them 
better fish but not enough to fill their establishments. 
There are too many fishermen and too few fish. To 
overstock the pond is a desperate remedy. Those who 
now angle in vain might do worse than try for other fish. 
The post of * assistant medical officer,’’ so common before 
the war, has ceased to exist; there may be a place for a 
*“ general-duty registrar.’’ The bait to take these will 
not be that which attracts a younger man, but greater 
experience will make them more profitable game. As 
any angler knows there is always room for experiment. 
Now, gentlemen, tight lines. 


Fitrus TERRAE. 
n.B.—I hope that they put back the young doctors 
who do not reach the limit of industry or ability. 


THE EXPERT WITNESS 


Srr,—It is important that injustice should not be done 
to a single case, let alone a ‘‘ minimal’’ number, and 
equally that justice should be done to all. 

Dr. Armstrong Davison introduces a new aspect when 
he says (June 20) that an insane person can be protected 
legally by what he calls a defence in depth. This does not 
constitute an issue as far as I am concerned, but I am 
afraid lest the complacent tone of his letter should 
beguile you into believing that he has answered my 
point, and that all is well, because he appears to have 
failed entirely to see it. Otherwise he could not have 
written that it is a ‘‘ fair decision for a jury of laymen ”’ 
to make—i.e., the assessment of insanity under the 
MeNaughten rules. 


Department of Pathology, 
Queen’s University of Belfast. 


SLEEP PARALYSIS 


Str,—I have read with interest your annotation 
(Feb. 14) on this subject. 

There have been many reports on sleep paralysis from 
the pathological point of view. The attacks appear 
not uncommonly as a sequel to encephalitis lethargica, 
especially in the morning as ‘“ waking attacks’’ or 
“delayed psychomotor awakening,”’ and are the expres- 
sion of ‘‘ sleep dissociation ’’ between sleep of the brain 
and sleep of the body, as in other sleep disturbances. 
The striking feature is complete inability to move or 
speak although consciousness is quite clear. These 
waking attacks are very similar and are related to the 
well-known symptom of real nightmare, and it seems 
to me very probable that the ‘“‘ more than 600 letters” 
received by Mr. Chapman Pincher (March 7) “ from 
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readers claiming they experienced the phenomenon” 
came from people suffering from a form of real nightmare. 

Ernest Jones wrote a comprehensive book?! on this 
subject, about which I also have written. In these 
publications will be found an account of the literature. 
These phenomena are important, too, because they 
throw light on the sleep mechanism in general. 

Jerusalem. ARTHUR STERN. 


MYSOLINE IN THE TREATMENT OF EPILEPSY 


Srr,— We were interested to read Dr. Butter’s article 
in your issue of May 23. During the past nine months, in 
general practice, we have treated 6 patients with 
* Mysoline,’ and our observations may be of interest. 

Of 10 patients with idiopathic epilepsy, 6 were selected 
as being inadequately controlled by other anticonvulsant 
drugs; all were cases of grand mal. The results are 
shown in the accompanying table. Of the 6 patients 5 


EFFECT OF MYSOLINE COMPARED WITH THAT OF OTHER TREAT- 
MENT IN 6 CASES OF GRAND MAL 


| 
2° 
|& Previous Mysoline | 
“5 | 2 therapy therapy Improvement 
| 
1|28!¥F | 12 | Phenobarbi- | 0-5¢.t.d.s.; | Good. 
| | tone; sod. phenobar- 
| phenytoin ; bitone, gr. 
troxidone. t.d.s. 
3-4 fits per | No fits. 
| week. 
2) 39|F 29 | Phenobarbi- | 0-5¢. t.d.s.;| Good. 
| tone; sod. henobar- 
| phenytoin. itone gr. 


2-3 fits per | No fits. 
week. 


16 Phenobarbi- | 0-5 g. t.d.s. | None; rever- 

| tone; sod. | Fits more ted to pheno- 

| phenytoin. frequent. barbitone and 

| 3-4 fits per sod. pheny- 
| week. toin. 

12|M 5 Phenobarbi- | 0-5g. t.d.s.;| Fair; feels 
tone; sod. pews: better and is 
phenytoin ; itone gr making more 
methoin. 1/, t.d.s. progress at 
4-6 fits per | 3 fits per school. 
week. week. 

5 | 80| F 10 Phenobarbi- | 0-25 g. b.d. | Good. 
tone. No fits. 

3-4 fits per 
day. 

6 | 67) F 35 Phenobarbi- | 0-25 g. q.d.s.| Good. 
tone; sod. | No fits. 
phenytoin. 

3-5 fits per 
| week. 


showed marked improvement, although in 3 better results 
were obtained when mysoline was reinforced with 
phenobarbitone. 

Mysoline was introduced gradually, as recommended 
by Handley and Stewart,’ over a period of three to four 
weeks. 2 patients showed an increase in frequency of 
fits during this period, and it is possible that the change 
was too rapid for these patients. 3 patients showed 
drowsiness, and 1 giddiness ; and in 1 patient drowsiness 
was associated with slurring of speech. No other toxic 
effects were encountered. In 1 patient (case 4) 
treatment was established in hospital. 

No statistical conclusions can be drawn from this 
small number of cases, but we can say that we have not 
encountered any difficulties in treatment. It is not 
possible to predict whether a patient with major fits 
will be benefited by mysoline. The drug seems to be 
worth a trial in patients not well controlled by other 
anticonvulsant drugs, or in those in whom an unduly 
high dosage has to be given. 


1. Jones, E. Nightmare, Witches, Devils. New York, 1931. 
2. Stern, A. Schweiz. Arch. Neurol. Psychiat. 1951, 57, 405. 
3. Handley, R., Stewart, A. S. R. Lancet, 1952, i, 742. 
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We are indebted to Dr. K. G. Green, of Imperial Chemical 
(Pharmaceuticals) Ltd., for a supply of mysoline, and to 
Dr. Hugh Ellis for details of the hospital treatment of case 4. 


W. L. CaLNAn 


Wroughton, 
V. M. 


Wiltshire. 


POLIOMYELITIS FOLLOWING INOCULATION 


Sir,—Dr. Geffen and his colleagues are to be, con- 
gratulated on their informative article last week, in 
which they describe the follow-up of cases of post- 
inoculation paralysis, and compare the results at long 
range with those of an uninoculated control series. 

There are certain conclusions with which some people 
may not agree, however. The writers indicate that the 
public is entitled to have the facts of post-injection 
paralysis put before them clearly. This may be true, 
but I, for one, feel that one must preserve a sense of 
balance in these matters. One must weigh the good of 
inoculation carefully against the relatively insignificant 
evil, assessing the very small risks of post-inoculation 
poliomyelitis at their face value, when applied to the 
population of the country as a whole. After all, what 
air line issues periodic lists of the numbers of casualties 
among its passengers during the year, and what restaurant 
advertises the fact that x cases of food-poisoning have 
occurred in catering establishments, accompanied by 
y fatalities ? One cannot apply these principles to the 
ordinary hazards of life, so why select a single scientific 
benefit for the display of such possibly misleading 
candour? This argument could be carried a long way. 

In the case of diphtheria prophylaxis, a magnificent 
job has been accomplished, ‘by the virtual abolition of 
diphtheria in this land. Though rare, the disease is still 
mildly endemic in Britain, and who can say what may 
happen in the future if we shake public confidence in 
the procedure by exaggerating the importance of a very 
small bogy ? Diphtheria was a killer on a scale that 
poliomyelitis never was, and probably never will be. We 
cannot afford to risk its return. 

Dr. Geffen and his colleagues quote an early article 
of mine on the subject of reducing the risk of post- 
injection paralysis by inoculating children at a very 
early age,’ but their summary states that it is doubtful 
whether immunisation at an earlier age than is usual at 
present would prove effective in avoiding the danger. 
I never claimed that early immunisation was the com- 
plete answer; but taking the authors’ own figures, 
quoted from Logan,? it is stated that only 28% of all 
paralytic cases occurring in infants under one year of 
age occur before the end of the sixth month of life! 
I had already published figures on these lines,? and 
Logan’s observations confirmed them. This article of 
mine was much more comprehensive than the earlier 
one.! It suggested various ways in which the paralysis 
problem could be tackled, one of the more important 
being the use of a diphtheria prophylactic containing 
no irritant mineral carrier, injected by the strictly 
subcutaneous route, thus avoiding practically all local 
reaction at the site of inoculation, without damage even 
to the muscle-sheath. 

One would wish to see a little more enthusiasm for 
overcoming this problem rather than bowing down before 
it. Medical men must know the facts as regards the 
past, but need we display the grinning skull on a spear- 
head to the public gaze? Let us rather go forward in 
the light of lessons learned., These I believe to be: 
(1) that when poliomyelitis becomes really prevalent in 
an area, we ought forthwith to stop whooping-cough or 
1." Bousfield, Med. Offr, 1950, 84, 29 


G. 
2." Logan, W.P.D. Mon. Bull. Minist. Hlth Lab. Serv, 1952, 11, 147. 
3. Bousfield, G. Lancet, 1951, i, 1028. 


of the pertussis vaccine ; (2) that unless there is real 
cause for alarm, diphtheria prophylaxis should be con- 
tinued, using a truly subcutaneous injection of a non- 
irritant purified fluid toxoid (such as that prepared for me 
by Mr. L. B. Holt, p.sc., of the Wright-Fleming Institute, 
when the danger of post-injection paralysis was first 
recognised) ; (3) that boosting doses of diphtheria 
prophylactic need not, and should not, be given during 
periods of danger, as in older children it is necessary 
to use a preparation in which the toxoid is adsorbed on 
a mineral carrier, which is liable to be irritant. 

To those interested, I may say that the suggestions 
put forward in my later article * have proved exception- 
ally satisfactory in practice, both in my own hands and 
in those of a number of colleagues. None of those who 
have worked on my lines have been worried with a case 
of post-injection paralysis during the last three years 
or so, in spite of working on through the danger periods. 
This may be due to chance, but does it not prove effec- 
tively how slight must be the risk, and is not this how 
we ought to look at the whole problem ? 

May I say that all my results to date indicate that 
infants aged two to five months can be successfully 
immunised-against diphtheria, with many accompanying 
advantages. 

The time of year is here when it may be advisable, 
in certain areas, to change over to the subcutaneous use 
of purified diphtheria toxoid. The dosage I advocate 
for general use is three injections of 0-5 ml. at monthly 
intervals. 

In conclusion, I think we should all remember that 
“‘ paralysis ’’ is News, with a big ‘“‘ N.’’ The good work 
of the last twenty-five years is not. People are not 
nearly as interested in something that is only con- 
spicuous by the fact that it now rarely occurs, such as 
diphtheria. 

London, 8.E.5. yuY BovusFIELD. 


THE ILLEGIBLE CANDIDATE 


Srr,—A school report once read: ‘‘ Alas, the dawn of 
legibility in his handwriting only reveals his utter 
inability to spell”? ; and the student, like the schoolboy, 
may gain advantage from illegibility. The examiner’s 
inevitable tendency, having deciphered a few words, is 
to construe the others as he would himself have written 
them and so to favour the illegible candidate. 

Some compensating increase in severity seems simple 
justice to the man who troubles to expose both his 
knowledge and his ignorance; or perhaps we could 
insert between ‘‘ passed ’’ and ‘‘ failed ’’ a third category 
—‘‘ not understood.” 


London, N.6. G. MACDONALD. 


Srr,—In this discussion no-one has yet suggested, that 
the kind of paper on which one is asked to write may 
have much to do with illegible handwriting. Some papers 
invite one to write badly, however well one may usually 
write. In my own case, papers with a certain absorbent 
quality—and verhaps the execrable paper of which 
N.H.S. scripts are made is a good example of this—lend 
themselves to a clear and easy flow of the pen, as com- 
pared with a paper with either a smooth or a rough 
surface. 

Doctors, who have much writing to do and who should 
therefore always be on guard against slovenly and 
illegible writing, which is so easy to acquire, should 
every now and again practice writing slowly and clearly 
in what is known as italic script. To my mind slovenly 
and illegible writing is unforgivable, particularly in 
youth ; and the examiner who does not penalise the 
illegible candidate is unfair to the one who writes legibly, 
and, what is more, is encouraging someone, presumably 
still in his prime, to continue in his evil ways. 
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As the candidate for the M.R.c.P. is (or was) required 
to take an examination in two or three foreign languages, 
and not because of any indication which they give of 
his medical knowledge, so any candidate for a public 
examination should be required to undergo a writing 
test. The mere fact that he would be liable to gain or 
lose marks as the result of this test would be a sufficient 
stimulus to practise a clear and legible hand. 


Brighton. G. L. Davies. 


Str,—The kindness and patience of examiners are 
indeed great. I can neither write nor spell, in spite of 
great efforts to learn. Yet I am able to subscribe 


F.R.C.P., M.R.C.S., 
M.D. Lond., B.sc. St. And. 


Srr,—I have found in the past that in writing examina- 
tion answers my legibility varied inversely with my 
knowledge. I have accepted my academic failure but 
am concerned about the steady improvement in my 
writing. 

Harrow. Picton DAVIEs. 


INTRA-AORTIC TRANSFUSION 


Srr,—Haxton? has lately discussed the merits of 
intra-arterial blood-transfusion when he described cases 
of successful transfusion into the abdominal aorta. 
The following case, therefore, seems worth recording. 


A female Hokkien, aged 24, was admitted to hospital on 
Jan. 28, 1953, with a history of severe abdominal pain of 
twenty-two hours’ duration. The onset of pain was sudden 

d accompanied by nausea and vomiting. She had had a 
normal confinement six months previously. Since then her 
menstrual cycle had not been re-established. She had been 
bleeding intermittently at intervals varying from fifteen 
to forty days. There was no previous history of abdominal 
pain. 

Some hours after the onset of pain she was examined by 
a private practitioner and given an injection which relieved 
the pain for two hours. On admission to hospital she was 
pale and collapsed, very restless, and perspiring freely. The 
pulse-rate was 128 per min., and respirations 28. The blood- 
pressure was not recorded. 

Her abdomen was moderately distended, tumid all over, 
and acutely tender on pressure, particularly in the right iliac 
fossa. A ruptured ectopic pregnancy was diagnosed and 
preparations were made for immediate laparotomy. 

Exploration under low spinal anzsthesia was carried out 
through a right paramedian incision, twenty-three hours after 
the onset of symptoms. The patient’s condition had 
deteriorated considerably from the time she was first seen 
in the watd, in spite of an intravenous ‘ Plasmosan ’ drip and 
1 ml. (20 mg.) of methylamphetamine (‘ Methedrine ’) given 
in conjunction with the spinal anesthetic. The abdomen 
was found to be full of blood, and 4 pints was rapidly collected 
and strained into blood-transfusion bottles containing sodium 
citrate. 

At this stage the patient’s condition appeared desperate ; 
she was almost pulseless with slow gasping respirations, 
and death seemed imminent. It was, however, just possible 
to feel pulsation in the abdominal aorta, and an intra-arterial 
transfusion was therefore decided upon as the only hope of 
re-establishing the circulation. A small French’s needle was 
inserted into the abdominal aorta just above its bifurcation. 
Pulsation was so feeble at this time that it was difficult to 
insert the needle through the wall of the aorta. This, how- 
ever, was fortunately achieved at the first attempt and the 
pressure in the aorta was so low that only a trickle of blood 
issued through the needle, which was then rapidly connected 
to the rubber tubing of the transfusion apparatus; under 
pressure from a Higginson syringe approximately 4 pints of 
blood was transfused in fifteen minutes. 

After the first pint of blood had been given, there was 
visible and palpable improvement in the aortic pulsation, 
and at the same time the respiratory excursions were seen 
to increase progressively in depth. On completion of the 
transfusion, the needle was withdrawn without evidence of 


1, Haxton, H. A. Lancet, 1953, i, 622. 


leakage. The right fallopian tube was now found to contain 
a@ ruptured ectopic pregnancy which had ceased to bleed. 
This was removed. Toilet of the peritoneum was carried 
out and the abdomen closed. 

By this time, thirty-five minutes in all from the start of 
the operation, the patient was breathing deeply and regularly 
with a rapid bounding pulse, and she was returned to the 
ward in a very satisfactory condition. Unfortunately, blood- 
pressure recordings were not kept. 

The patient’s general condition remained good following 
operation. There was, however, some anxiety because of 
mental derangement, which was attributed to the temporary 
cerebral anoxia. This was controlled by hyoscine (gr. 1/99) 
and she ultimately made an apparently complete mental 
recovery. She was discharged from hospital fourteen days 
after admission. 

When seen in the outpatient clinic two weeks later, and 
again four weeks after discharge, her general condition was 
excellent, but she persistently complained of loss of memory. 

The circulatory collapse in this patient is in large 
measure attributed to the enormous intraperitoneal 
hemorrhage, which was roughly estimated at between 
5 and 6 pints of blood. The spinal anesthetic must, 
however, be considered as a contributory factor. 

The dramatic recovery which this patient made could 
not have been achieved by intravenous transfusion 
and lends support to the opinion expressed by previous 
workers. 

I wish to thank the director of medical services and 
Dr. R. I. Macbeth, the chief medical officer, Malacca, for 


- permission to publish this case. 


General Hospital, 
Malacca, Malaya. W. C. Goon. 


POTENCY OF TRIIODOTHYRONINE 


Sir,--The purpose of this letter is to present in brief 
some experimental results on the potency of L-triiodo- 
thyronine determined by antigoitrogenic and calorigenic 
tests. Recently it has been reported by Gross and Pitt- 
Rivers! that, on the basis of the antigoitre assay, the 
relative potency of L-triiodothyronine to L-thyroxine 
was 5:1. Tomich and Woollett,? using the same assay 
technique, found the ratio to be 7-4: 1. These workers 
also reported a ratio of 5-1: 1 when the comparison was 
made on the basis of stimulation of oxygen consumption, 
and of 4-5: 1 in the mouse anoxia test. 


Antigoitre Assay.—Male white Wistar rais of a local 
strain, averaging about 96 g. in weight at the beginning of the 
experiment, were used. Animals were individually housed and 
‘Purina Lah Chow’ as food and 0:1% thiouracil solution 
for drinkin; were available ad libitum. Three dosage levels 
were emypioyed for each drug—namely, 0-5, 0-25, and 
0-125 ug. of L-triiodothyronine and 3-487, 1-743, and 0-872 pg. 
of L-thyroxine per 100 g. of body-weight. Ten rats were used 
at each dosage level, and daily subcutaneous injections of the 
appropriate dose were carried out for 10 days. On day 11 the 
rats were killed with chloroform and the thyroids removed 
and weighed on a Roller-Smith balance. Dosage-response 
curves were prepared from the individual thyroid weights 
(as milligrammes of tissue per 100 g. of body-weight). Statis- 
tical analysis of these curves showed that no significant 
departure from parallelism existed, and determined a relative 
potency of triiodothyronine to thyroxine of 6-2 + 0:7: 1. 

Calorigenic Studies—Oxygen consumption was determined 
by the use of an apparatus similar to that described by Grad.* 
The experimental animals were the same strain of rats used 
above but weighed on the average 200 g. Before studying 
the effect of L-triiodothyronine and L-thyroxine, daily control 
readings were made for 7 days. Groups of 5 animals per 
dosage-unit were used, and the drugs were given sub- 
cutaneously 18 hours prior to carrying out any determinations. 
Drug treatment was continued for a 7-day period. 

Analysis of the stimulatory effect of the two compounds 
upon oxygen consumption indicates that triiodothyronine 
is 2-6-2-9 times more actiye than thyroxine, and that its 
effects are more rapid in onset. In similar studies in thyroid- 
ectomised rats triiodothyronine was found more active than 

1. Gross, J., Pitt-Rivers, R._ Biochem. J. 1953, 53, 652. 


2. Tomich, E. G., Woollett, E. A. Lancet, 1953, i, 726. 
3. , B. Endocrinology, 1952, 50, 94. 
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thyroxine, and in the same range as above. When L-triiodo- 
thyronine is adminstered daily to thyroidectomised rats in a 
dosage of 4:0 ug. per 100 g. of body-weight, a progressive 
loss of weight and greatly increased oxygen consumption 
occur. The omission of a single injection is followed the next 
day by a measurable weight gain and a decrease in oxygen 
consumption, which is suggestive of a short duration of action. 

It appears thus that investigators find that there is 
a greater activity in triiodothyronine than in thyroxine ; 
one possible exception to this is the report of Gemmill.* 
The variations in potency may be an expression of 
different levels of activity or may more probably be due 
to differences in the experimental techniques used 
in the various laboratories. This might suggest the 
advisability of standardising procedures. 


KENNETH I. COLVILLE 
DeEsmonpD D. 


Laboratories of Pharmacology and Toxicolo: 
Yale University, New Haven, Connecticut, U. 


KWASHIORKOR 


Str,—The two letters by Dr. Kahn,® of Johannesburg, 
are of considerable interest. In the first letter he asked 
how were we to define this condition: was every child 
with edema and dyspigmented hair to be regarded as 
suffering from kwashiorkor; was the condition merely a 
symptom-complex ? 

At the conference in the Gambia last November there 
was a feeling that advanced cases of kwashiorkor are 
usually very typical; but mild cases, though probably 
more common, are difficult to define precisely. There 
was also a feeling that, in addition to kwashiorkor (due 
to protein malnutrition) and undernutrition and hunger- 
edema (due to caloric malnutrition), there were probably 
other disease-processes which reflected a diet gravely 
deficient both in protein (especially animal protein) and 
in calories. These other complicated malnutritional 
states will repay further study. 

In Uganda kwashiorkor appears to have a distinctive 
pathology,® a reversible pancreatic-enzyme defect,’? and 
a distinctive serum chemistry and pattern of recovery 
with the appropriate diet.* It should now be possible to 
state whether kwashiorkor in other parts of the world 
resembles the disease as seen in this country. The 
clinical picture is usually fairly distinctive, but I doubt 
if many of the signs are invariably present or occur only 
in kwashiorkor, and are completely specific to the disease. 
Thus some cases, typical in all other respects, may show 
no dyspigmentation of the hair. Other cases, even if 
seriously ill, may have little or no edema. 

It is perhaps unfortunate that dyspigmented reddish- 
brown hair is common in African cases, so that it is 
regarded by some as proof of the disease. This is not so ; 
various agencies tend to bleach even healthy hair, and 
malnourished hair bleaches more easily. At the Gambia 
conference Prof. B. 8. Platt staged a small demonstration 
which brought out this point very clearly. If all Africans 
with dyspigmented hair are regarded as cases of kwashi- 
orkor much confusion will arise. In all this there is a 
misunderstanding. After visiting the Gold Coast on 
my way to the Gambia conference I became satisfied that 
the word kwashiorkor does not mean the “ red boy.’’ 
The translation was offered to me ® some seven years 
ago by someone who had been many years in the Gold 
Coast, but it appears to be incorrect. There is no word 
orkor in the Ga language of the Gold Coast, and it does 
not signify ‘‘ red.’? Awashi is, however, a favourite boy’s 
name in that language. 


- Gemmill, C. L. Amer. J. Physiol. 1953, 172, 286. 

- Kahn, E. Lancet, 1952, ii, 588: Ibid, 1953, i, 496. 

. Davies, J. N. P. Ibid, 1948, i, 317. 

. Thompson, M. D., Trowell, H. C. Ibid, 1952, i, 1031. 

Dean, R. F. A., Schwarz, R. Brit. J. Nutrit. 1953, 7, 131. 

Muwazi, E. M. K. Arch. Dis. Childh. 1945, 20, 


The Ga tribe gave ee name » Revues to a common 
disease which they observed in infants who had been pre- 
maturely weaned because the mother was again pregnant. 
The disease was common in Accra, and among the Ga tribe ; 
for there were no cattle and no milk in that part of the country, 
and much cassava was grown on the rather indifferent soil. 
This name does not attempt to describe the cause of the 
disease, or even to note any feature characteristic of the 
illness, but it contains shrewd insights into the protection 
afforded by breast-milk and of the influence of overpopulation 
in causing competition for existing supplies of food and 
protein. The local Ganda tribe, among whom I work, use the 
term obwosi to describe the same disease which arises in ‘‘ the 
deposed child.” 

It is unlikely that this disease will be called by only one 
name in the various countries when it occurs. The work of 
the older German pediatricians has been preserved and 
extended in some European countries, notably by Frontali us 
in Italy. If clinicians i in that country prefer to call it ‘ starchy 
food dystrophy,’ who are we to demur? Apparently it 
affects nearly 5% of children in some areas in Southern 
Italy ; that would appear to be a far more important point. 
Waterlow ” and Altmann }* were the first, outside Europe, to 
recognise the possible similarity of kwashiorkor to MehIndhr- 
schaden. 

I boggled at the term kwashiorkor for nearly twenty 
years and proposed two different names, both of which 
proved unsuitable. In the end I came to respect the 
wisdom of those who, like Cicely Williams,!® asked 
African mothers what they called the complaint. Had 
I listened to them earlier I might have unrayelled much 
sooner its etiology. For they had recognised the com- 
plaint and its background long before Czerny and 
Keller }4 in 1906 proposed the rather cumbersome if not 
misleading term of Mehlndhrschaden (damage by starch). 
But then it is vouchsafed to few pioneers to define 
etiology. The German pediatricians put forward their 
ideas before the concept of deficiency disease had arisen. 
The disease is caused by a deficiency of protein and not 
by an excess of starch. 


Mulago Hos nantes. Kampala, Uganda. 


Makerere College Medical School. H. C, TROWELL. 


BULBAR POLIOMYELITIS IN| CHILDREN 


Srr,—In his interesting and instructive article (June 20) 
on the treatment of bulbar polidmyelitis in children, 
Dr. Jacoby states that ‘‘ death will certainly ensue unless 
efficient and prompt treatment is given.’’ This might 
lead readers to believe that bulbar paralysis in polio- 
myelitis invariably constitutes a threat to life; and, 
indeed, the general tenor of much that has recently been 
written about this condition tends to create the same 
impression. In fact, it is only when bulbar paralysis is 
severe or accompanied by respiratory failure that such a 
danger exists. For the one severe case, there are several 
patients who only experience some difficulty in swallowing, 
together with a variable degree of palatal paralysis. 

An appreciation of the incidence of milder degrees of 
bulbar paralysis would help to reduce the anxiety of 
patients and their relatives. 


Croydon. J.J. LINEHAN. 


INTESTINAL DIPHTHERIA 
Srr,—In connection with my earlier letter on this 
subject,!> I should like to add the following, third, case. 
It is peculiar for being in an adult and of long chronicity. 


Eight months ago a young man, aged 21, consulted me 
on account of chronic diarrhoea which had resisted treatment. 


10. W. Lancet, 1935, ii, 1151; 

ai. Frontali, G. L’Alimentazione del bambino. Rome, 1927. 

12. Waterlow, J. C. Fatty Liver Disease in Infants in the British 

a} West Indies. Spec. Rep. Ser. med. Res. Coun., Lond, no. 263. 

13. Altmann, A. Clin. Proc. 1948, 7, 32. 

14. Czerny, A., Keller, A. Des Kindes Erndihrung, Ern&brung- 
storrungen, und Erndé therapie. Leipzig, 1906. 

15. Lancet, 1949, i, 416. 


Brit. med, J. 1952» 
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He was evel emaciated and anemic, and clinically his 
condition resembled intestinal tuberculosis. 

The diarrhoea had started years ago as loose stools, several 
a day, the number depending on how careful the patient was 
about his diet. The stools were passed with colic and tenesmus, 
and contained bloodstained mucus and shreds of membrane. 
Examination and culture of the feces by Mr. Boulos 
Shamiyeh were positive for Corynebacterium diphtherie, and 
negative for tubercle bacilli and other pathogenic organisms. 

There was no definite history of diphtheria of the upper 
air-passages, but the patient remembers having had a sore 
throat before the onset of the chronic diarrhea. 

He was treated with daily injections of 20,000 units of 
antidiphtheritic serum and ‘ Bicilline Organon ’ (300,000 units 
of crystalline procaine penicillin G and 100,000 units of 
crystalline sodium penicillin G) for six successive days. The 
feces became negative, with one normal stool daily. 


Cure is complete. The patient is gaining weight and 
has been in good health with no relapses in spite of 
taking a normal mixed diet. 


Amman, Jordan. DsgamiL Fark TUTUNSI. 


Parliament 


Industrial Injuries Scheme 


In the House of Commons on June 25, Mr. OsBERT 
PEAKE, Minister of National Insurance, moved the 
second reading of the National Insurance (Industrial 
Injuries) (No. 2) Bill. The Bill, he explained, covered 
miscellaneous points affecting the structure or machinery — 
of the new scheme embodied in the Act of 1946. The most 
important and most costly provision in the Bill was 
designed to relax the conditions for long-term benefit. 
‘At present, disablement benefit, with its supplements, 
could only be paid if either the loss of faculty was 
assessed at 20°, or more, or if it was likely to be per- 
manent. In some cases both of those conditions had to 
be fulfilled. As a result some 8000 claimants, or nearly 
10% of all those who claimed this long-term benefit, 
failed to qualify. The Bill abolished the conditions of 
permanence for drawing this benefit and enabled dis- 
ablement benefit to be paid whenever there was an 
assessment of only 1% or more. Those who had failed to 
qualify under the present conditions but were still 
disabled at the appointed day could claim afresh. 
Together with minor amendments regarding the injury- 
benefit period this relaxation would account for £100,000 
of the £140,000 which was the total additional expendi- 
ture due to the Bill. 


QUESTION TIME 
Hospital Treatment for Service Patients 


Mr. Somervitte Hastings asked the Secretary of State 
for War whether, in view of recent disclosures, he would 
institute an inquiry as to the organisation and administration 
of military hospitals and the desirability of the treatment of 
Service patients in civil hospitals as in the late war.—Mr. 
A. H. Heap replied: I have been into the whole of this 
serious occurrence most carefully and I am convinced that 
it was caused not by any fault in the method of procedure 
laid down for Army hospitals, but by the failure of certain 
individuals to carry out their duties. 

Mr. Hastines: Would the Minister agree that the best 
medical advice should be available to all Service personnel, 
and that such advice is much more likely to be obtained in 
a large general civilian hospital than anywhere else ?—Mr. 
Heap: We have a very close liaison with civilian medical 
staff and a great many surgeons work for us. 20% of our 
medical cases are treated in civilian hospitals. 

Mr. ANEURIN Brvan: Is there any reason why Service 
hospitals in Great Britain should not be part of the general 
hospital service ?—Mr. Heap: That is a much wider question 
which raises the whole policy of integration of the Service 

-and civilian hospital systems, and I do not think I could give 
an answer to that now. 


Hygienic Handling of Food 


Dr. A. D. D. BrouGuron asked the Minister of Food whether, 
in view of the need to lessen the incidence of food-poisoning, 


he would introduce to Parliament at an early date legis- 
lation for the purpose of amending the Food and Drugs 
Acts.—Major Gwitym LLoyp GEoRGE replied: Outbreaks 
of food-poisoning can only be combated by the vigilance of 
all concerned with the handling of food. I am anxious to 
support these efforts by the introduction of legislation to 
amend the Food and Drugs Act, which I hope will not be long 
delayed. 


Mentally Defective Children 


Mr. Epwarp WAKEFIELD asked the Minister of Health 
to what extent his regulations provided that county medical 
officers of health should be responsible for finding institutional 
accommodation for mentally deficient children; and to 
what extent regional hospital boards should be responsible. 
—Mr. Iary Mac eop replied: This is not governed by 
regulations. The responsibilities of local health authorities 
under the Mental Deficiency Acts include those of ascer- 
taining which persons in their area are defectives subject to 
be dealt with under the Acts. They inform regional hospital 
boards about those who need admission to institutions, and 
advise on relative urgency of admission. Regional hospital 
boards arrange with the institutions for the allocation of 
vacancies in the light of the advice received from local health 
authorities and their own medical advisers. 


Invalid and Handicapped Children 


In answer to a question Mr. OsBeRT PEAKE, Minister of 
National Insurance, said that he hoped shortly to make 
regulations enabling allowances to be paid for certain 
invalid or handicapped children, including handicapped 
children receiving home tuition arranged by local education 
authorities. 


Expenditure on Social Services 


In answer to a question, Mr. J. A. Boyp-CARPENTER, 
financial secretary to the Treasury, said that it is estimated 
that social service expenditure by all public authorities in 
Great Britain, on current and capital account, amounted to 
12% of the gross national product in 1938-39 and about 17% 
in 1952-53. Exchequer expenditure on social services was 
about 27% of total ordinary revenue in each of these years. 
Grants made to local authorities for specific social services, and 
the net amount of grants to insurance funds, were included in 
the latter percentage. The food subsidies were not taken into 
account in these percentages except to the extent that they 
relate to welfare foods, 

Mr. ArTHUR BLENKINSOP asked the Minister of Health how 
many courses of dental treatment were given to children in the 
last quarter of 1950, of 1951, and of 1952, and in the first 
quarter of 1953.—Miss Parricra Hornsspy-SmitH replied : 
The estimated. numbers were 170,000; 240,000; 350,000 ; 
and (on provisional figures) 360,000 respectively. ' 


Supply of Dentists 


Mr. BLENKtNsopP asked the Minister the estimated number 
of dentists qualifying in 1953, 1954, and 1955; and if he was 
satisfied that the numbers would be sufficient to replace those 
retiring from practice in each of these years.—Miss Hornspy- 
Sirs replied : The estimated numbers are 440, 400, and 410 
in England and Wales, which should be about sufficient to 
replace those retiring. 


Public Health 


First Quarter in Scotland 


In Scotland during the quarter ended March 31 this 
year the birth-rate was 18-1 per 1000 population,’ which 
was 0-1 more than the rate for the corresponding quarter 
of 1952 but 0-7 below the five-year average. The still- 
birth-rate was 25 per 1000 total births. The death-rate 
was 13-7 per 1000 population—0-8 below that in the 
corresponding quarter of 1952. The infant-mortality 
rate was 34 per 1000 live births, which was 4 below that 
for the corresponding quarter of 1952 and 13 below 


1, Quarterly Return of the Registrar-General, Scotland: Births, 
“ “Deaths, and Marriages registered in the | ay ended March 31, 
1953. H.M. Stationery Office. Pp. . 6d. 
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the five-year average ; it is the lowest rate recorded for 
any first quarter. Maternal mortality amounted to 
1-0 per 1000 live births. The death-rate from tuber- 
culosis was 32 (respiratory tuberculosis 27) per 100,000 
population, compared with 47 (41) in the corresponding 
quarter of 1952. The rates for all forms and for respira- 


tory tuberculosis are 33 and 30 below the five-year 
average. 


Bathing in the Thames 


In a report to Maidenhead Town Council, Dr. W. B. 
Moore, medical officer of health for Maidenhead, says 
that the public should be advised not to bathe in the 
Thames at Maidenhead until the discharge of sewage- 
works effluents into the river has been reduced.! The 


town council is to give urgent consideration to the 
matter. 


Typhoid in Sweden 


A sudden epidemic of typhoid fever in Sweden has 
caused 22 deaths, and about 6000 people are in hospital, 
many seriously ill.* Outdoor swimming-pools and 
paddling-pools have been closed and _ bathing-beaches 
have been put out of bounds. The very hot weather is 
helping to spread infection. 


Obituary 


ARTHUR MARTIN-LEAKE 
V.C. and Clasp, F.R.C.S. 


Lieut.-Colonel Martin-Leake, who died on June 22 at 
his home near Ware in Hertfordshire, had twice been 
awarded the Victoria Cross for gallantry while tending 
the wounded. He was the last of a family with a long 
record of service to their country—Stephen Martin-Leake 
(1702-73) was Garter King of Arms, and Sir John Leake 
(1656-1720) was commander-in-chief of Queen Anne’s 
fleet. 

Arthur Martin-Leake was born in 1874, one of the four 
sons of the late Stephen Martin-Leake, a well-known 
barrister and author of an excelient legal textbook. He 
was educated at Westminster School and University 
College Hospital, where his uncle-by-marriage, Sir 
John Russell Reynolds, was consulting physician. He 
qualified in 1898, and when news of the early disasters 
of the South African campaign reached England he 
volunteered for service as a civil surgeon. The War 
Office, however, said that no more surgeons were needed 
at that moment, and he therefore went out as a trooper 
in the Hertfordshire Yeomanry. After a year’s service 
he was given a civil post on the medical staff at Pretoria, 
and later he was appointed to the South African Constabu- 
lary. He was awarded the v.c. for his bravery at the 
action at Vlakfontein in 1902. The citation ran : 


‘“* Surgeon-Captain Martin-Leake went up to a wounded 
man and attended to him under a heavy fire from about 
40 Boers at 100 yards range. He then went to the assistance 
of a wounded officer, and whilst trying to place him in a 
comfortable position was shot three times, but would not 
give in till he rolled over thoroughly exhausted. All the 
eight men at this point were wounded, and while they were 
lying on the veldt Surgeon-Captain Martin-Leake refused 
water till everyone else had been served.” 


When he had recovered from his wounds he returned 
to England, and during this enforced convalescence he 
took the F.R.c.s. in 1902. Soon afterwards he was 
appointed administrative medical officer of the Bengal- 
Nagpur Railway. Here, besides directing and acting as 
a surgeon to a busy hospital, he also acted as medical 
officer to the two battalions of infantry volunteers drawn 
from the railway’s staff. He held this post for 34 years, 
but in 1912 he was given leave to serve with the British 
Red Cross unit attached to the Montenegrin Army in its 
war with Turkey. Again in 1914 he returned to Europe 
soon after the outbreak of war, and he rejoined the Army 
with the temporary rank of lieutenant in the R.A.M.C. 
A few months later, during the first battle of Ypres, he 
was granted a clasp to his Victoria Cross 


1. Times, June 30, 1953. 
2. Manchester Guardian, June 30, 1953. 
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“for most conspicuous bravery and devotion to duty 
throughout the campaign, especially during the period 
Oct. 29th to Nov. 8th, 1914, near Zonnebeke, in rescuing 
whilst exposed to constant fire a large number of the 
wounded who were lying close to the enemy’s trenches.”’ 


After a brief interlude in the Balkans he returned to 
the Western front, and in 1917 he was given the command 
of a field aunbulance and promoted to the rank of lieut.- 
colonel. 

Shortly before the late war he retired from India and 
settled at his family home in Hertfordshire. During the 
war he was in charge of the Puckeridge A.R.P. unit. Under 
his training and leadership the unit, though drawn from 
a small population, won the championship of the Eastern 
command. A friend who knew him during these last 
years writes : 

“ The first time Martin-Leake came to see us, when he was 
76, he arrived on a motor bicycle which he seemed to prefer 
to his car on good days. My wife and I grew very fond of 
him, and despite his deafness we often dropped in to see him. 
It so happens that I am president of a society interested in 
orders, decorations, and medals. When I asked to see his 
medals he was pleased, for he said he would so like to know 
what they were. Apparently he had not worn them for more 
than 20 years. They included two or three right-breast medals, 
and he had fourteen, as well as the B.M.A. gold medal of 1915. 
He was amazingly gentle and kind, but also he was very firm. 


The only man I have known who could have won ‘ the Cross ’ 
twice.” 


Colonel Martin-Leake married in 1930 Winifred Carroll 
(née Nedham), who died two years later. They had 
no children. 


Births, Marriages, and Deaths 


BIRTHS 
RICHARDS.—On May 28, at Hove, the wife of Dr. Henry Richards 
—a son. 


Diary of the Week 


JULY 5 To ll 


Monday, 6th 
MEDICAL RESEARCH SOCIETY 
5.30 P.M. (London School of Hygiene and Tropical Medicine, 
Keppel Street, W.C.1.) Prof. Wilder Penfield, 0.M., F.R.S. : 


Mechanisms of Voluntary Movement. (Society’s lecture 
for 1953.) 


Tuesday, 7th 


ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W.1 
5 P.M. Sir Allen Daley: Place of the Hospital in a National 
Health Service. (First of two Croonian lectures.) 
ae oF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, 
C.l 


5 p.m. Dr. Paul H. Holinger (Chicago) : Congenital Abnormalities 
of Lower Respiratory Tract and (sophagus. 


“Wednesday, 8th 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
4.30 P.M. Professor Penfield: Temporal Lobe Epilepsy. (Hun- 
terian lecture.) 


Thursday, 9th 
ROYAL COLLEGE OF PHYSICIANS 
5 p.m. Sir Allen Daley: .Place of the Hospital in a National 
lealth Service. (Second of two Croonian lectures.) 
ROYAL COLLEGE OF SURGEONS 
5 p.M. Prof. Charles Huggins (Chicago): Treatment of Advanced 
Mammary Cancer. (Imperial Cancer Research Fund 
lecture.) 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
5.30 p.m. Dr. 8S. Richard Silverman (St. Louis) : 


‘Audiology in 
the United States. 


Friday, 10th 


RENAL ASSOCIATION 

2p.M. (1, Wimpole Street, W.1.) Prof. Jean Oliver (New York): 
Structural and Functional Relationships in the Kidney. 
Dr. J. V. Taggart (New York): Tubular Functions other 
than the Regulation of Acid-base Balance. Dr. R. F. 
Pitts (New York): Renal Share in Regulation of Acid- 
base Balance. Dr. N. Alwall (Lund): General Problems 
of Electrolyte Excretion. Prof. J. G. G. Borst (Amster- 
dam): Renal Share in Volume Control of Body-fluid. 
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Notes and News 


THORAXCHIRURGIE 


THE growth of chest surgery has been so rapid that a 
number of periodicals devoted partly or entirely to this 
subject have appeared in recent years. The Journal of Thoracic 
Surgery is a well-established friend, as also is our own Thoraz ; 
and there are other journals representing mainly French and 
Italian interests which record valuable contributions. We 
now welcome Thoraxchirurgie! edited by K. Vossschulte, 
A. Lezius, and R. Nissen, with an advisory committee which 
includes R. C. Brock, C. Crafoord, P. Santy, F. d’Allaines, 
and A. Brunner. The first number includes eleven articles 
which range from the treatment of tuberculoma (by Brunner), 
congenital atresia of the cesophagus, and funnel chest to the 
use of prosthesis (‘ Polystan ’) after pneumonectomy (by W 
Denk). The articles are unusually concise and to the point, 
and there are many excellent illustrations which add to the 
value of the text. The production leaves little to be desired, 
and even those with little knowledge of German could gain 
much information from this promising journal. 


University of Manchester 
At recent examinations the following were successful : 


M.D.—Muriel I. R. Knox, N. P. Lancaster, B. J. Leonard 
Hanus Weis! (commendation). 

M.B., Ch.B.—J. R. A. Mitchell (honours); G. W. Ashcroft, 
E. L. Barrett, M. L. Bishop, A. D. Clift, R. L. cameming. Sheila P. 
Dain, G.S . Davis, Donald Dean, L. 8. Deane, z. Fay, E. J. H. 
Foster, R. P. Molly Gibson, David A, @. 


Gowenlock, A. J. Gurtler, Kathleen C. Hall, Anne P. sioline, 


K. 8S. Holmes, B. G. Howarth, Mary P 
Jepson, D. A. Keen, B. V. Lee, Joan M. Leeming, A. L. Levy, 
Elizabeth U. Sheila M. Mackridge, Mendelson, 
Paul Mulvey, Jean Oldham, D. J. Parish, -Iiderton, 
John Perkins, Leslie Proger, Brian Prendergast, 1. Price. 
Barbara A. Renwick, R. Rosenberg, Daphne 
‘Southam, Elizabeth M. R. R. Thomas, M 
June A. Sheila Wightman, David Wild, Donald Wilde, 
W. K. Willan, T. H. Williams. 


University of Bristol 
At recent examinations the following were successful : 


° M.D.—D. H. Johnson (with distinction), Ronald Maggs, R. H 
wen. 

M.B., yg are 4 J. Coates, Ruth J. Grose (second-class 
honours); L. Archer, A. M. Bain, Isabel K. E. _ 
rooks, 5% G. Cook A. z. Coppen, Rex Crossley, K. p- Davies, 

. W. E. Downes, Dorcas Edwards, M. B. Gee, W. E. L. Gordon, 
‘D. Jefferies, R. D. Lalloo, A. J. Macdonald Doreen BE. McConnell, 
. O. Nicholas, Marguerite Pennefather, J. H. Perry, Harold Price, 
. J. Ree, T. D. Richards, Beryl M. Shipton, uth L. Skrine, 
B. Spry, Audrey B. eo Margaret G. Taylor, J. W. Ware, 
. J. Webb; Elizabeth M. James. 

“DP. M.—E. G. W. Cross, J. D. Orme. 
dD. PH. —M. C. o’Connor, G. D. Teague. 
D.M.R.D.—Antoni Bednarski. 


Order of St. John of Jerusalem 


The Queen has sanctioned the following promotions in, and 
appointments to, this order : 

As Knight.—G. P. Huws, M.B. 

As Commanders.—Richard Davies-Jones, M.R.c.8., T. W. David, 
M.R.C.8., W. M. Brennen, F.R.C.8., Surgeon Commander D. P. Gurd, 
M.B., R.N., H. J. Porter, M.D., Surgeon => 
D’Arcy, ©.B., C.B.E., L.R.O.P.1., Air Vice-Marshal V. S. Ewing, 0.B.E., 


As Officers.—Lieut.-Colonel E. J. Selby, 0.B.E., M.R.C.S., C. W. 
Walker, M.B., I. H. Lloyd, m.B., C. O. S. B Brooke, M.B., Colonel 
John Huston, F.R.C.S., Colonel R. A. Bennett, F.R.C. Pr, Colonel 
R. T. Shipman, M.R.C.S., R.A.M.C., W. K. Hay, M.B., 
Cambridge, M.R.c.s., W. H. Cruickshank, M.D., Brigadier K. A. 
Hunter, 0.B.£., C.D.. M.D., Surgeon Captain E. H. Lee, “ww * 
M.R.C.S., J. T. Daly, M.B., Group Captain J. “Dales, 
A. O.B.E. E. Gallie, F.R.c.8., Lieut.- 
cheat” B. C. Hardiman, M.p., A. R. F. Hubbard, F.R.C.S., J. P. 
McGuigan, M.D., Florence E. Sexton, M.B. 


Congress of Cardiology 

The second International Congress of Cardiology will be 
held in Washington, D.C., from Sept. 12 to 15, 1954. Further 
particulars may be had from Dr. L. W. Gorham, secretary- 
general of the congress, 44, East 23rd Street, New York, 10. 


Royal Sanitary Institute 

Dr. Maurice Williams, medical officer of health to the 
county borough and port of Southampton, has been elected 
chairman of the council of this institute for 1953-54. 


1. To be published every two or three months by — hy aad 
Stuttgart. DM. 60 per volume (6 issues); DM. issue. 


Sir Henry Wellcome Centenary Exhibition 

To mark the centenary of the birth of Sir Henry Wellcome, 
a commemorative exhibition will be opened at the Wellcome 
Foundation, Euston Road, London, N.W.1, on Wednes- 
day, July 8, by Mr. Winthrop W. Aldrich, the American 
Ambassador. 


Royal Institute of Public Health and Hygiene 

On Oct. 14 at 4 p.m., Prof. A. M. E. Sicé, of the University 
of Basle, will deliver the Bengué lecture at the institute, 
28, Portland Place, London, W.1. His subject is to be the 
Evolution of Therapeutics in the Course of the Last Few 
Years. 


American Surgeons to Meet in London 

A sectional meeting of the American College of Surgeons 
is to be held in London from May 17 to 19, 1954. Sir Cecil 
Wakeley, P.R.C.S., is chairman of the committee on arrange- 
ments, and Mr. A. Lawrence Abel secretary. Other members 
are Sir Stewart Duke-Elder, Sir Gordon Gordon-Taylor, 
and Prof. Lambert Rogers. 


Congress of Medical Librarians 

The first International Congress on Medical Librarianship 
is to be held in London from July 20 to 25. Further particulars 
may be had from the secretary of the congress, c/o London 
School of Hygiene and Tropical Medicine, Keppel Street, 
W.C.1. 


Christian Medical Fellowship 

The annual breakfast of the fellowship will be held at 
Cardiff on Wednesday, July 15, during the British Medical 
Association meeting. Further particulars will be found in our 
advertisement columns. 


World Health Organisation 

Dr. Louis Findlay has been appointed chief of the health 
division of the United Nations Relief and Works Agency for 
Palestine refugees. He is at present medical consultant to 
the United Nations Korean Reconstruction Agency. 


Royal Statistical Society 

The Guy medal in gold of this society has been awarded 
to Prof. A. Bradford Hill, p.sc., who holds the chair of medical 
statistics in the University of London at the London School 
of Hygiene and Tropical Medicine. He is also honorary 
director of the statistical research unit of the Medical Research 
Council. 


Twenty-seven nurses from Great Britain are attending the 
quadrennial congress of the International Council of Nurses, which 
is be held in Brazil this month. The hay the matrons of 
Guy’s Hospital, St. Bartholomew’s Hosp St. i A Hospital, 
University College Hospital, Hospital oy "Sick C dren, Great 
Ormond Street, the General Infirmary at Leeds, Queen Charlotte’s 
Maternity Hospital, and the chief nursing officers from the 
Ministries of Health and Labour. 


Appointments 


Berry, T. A., M.B., B.SC. Glasg., F.R.C.S.E. asst. orthopedic 
surgeon (s. H.M.O. ), Durham County Hospital. 

Euis, R. H., B.A., M.D. Camb., M.R.C.P. : consultant chest physician, 
N. Gloucestershire Clinical area. 

MARTISCHNIG, M.D. Czechoslovakia, M.B. Durh.: asst. chest 
physician, Gateshead county borough council and Durham 
county council. 

PUGMIRE, GERTRUDE, M.B. Lpool, D.O.M.S. : 
doctor, Llantrisant, Glamorganshire: 

WHELEHAN, J. M., L.R.C.P.1. : asst. psychiatrist (S.H.M.0.), Roundway 
Hospital, Devizes. 


Manchesttr Regional Hospital Board : 

J. B., M.R.C.S., D.M.R.D. consultant radiologist, 
diagnostic posichosy service, Crampsall Hospital, Manchester. 

JACKSON, 8. M.B., B.SC. Manc.: consultant pathologist, 
Ashton, Hyde, and. Glossop hospitals. 

JOHNSTONE, M. W., M.D. Belf., D.A. consultant anesthetist, 
United Manchester hospitals, and Crumpsall Hospital. 

Ross, 8S. S., M.B. Manc., F.R.C.8. general surgeon, 
South Manchester Hospital Centre 


North East Metropolitan Regional Hospital Board : 

Bonney, G. L. W., M.B. Lond., F.R.c.S.: part-time orthopedic 
surgeon (consultant) + Southend-on-Sea group of hospitals 
and 

CoopER, C. F., oa M.R.C.P.: part-time physician (con- 
sultant), Bethnal Green “Fiospital, London, 

MAYER, HELEN, M.R.C.S., M.R.C.0.G.: part-time gynecologist 
(consultant), Metropolitan Hospital, London. 
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CREAM 


JELLY 


ELI LILLY AND 


Dryden’s words might well describe the welcome relief from 
discomfort that ‘SURFATHESIN’ bestows on mucous 
surfaces or on injured skin. In abrasions and burns, 

as well as in irritant conditions involving the genito-urinary 

and rectal mucosa, a single application usually produces 
relief lasting for several hours. Repeated applications 


L OT ION |= do not produce tolerance or sensitisation. 


Cyclomethycaine 


COMPANY LIMITED BASINGSTOKE EANTS 


London Hospital Catgut 
is manufactured under * 
unified control from : 
intestine to sterile tube 


Manufacturing LHC. Stage 3. Scraping by 
hand under a spray to remove. muscle and 
mucous coat from ribbon intestine. 
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AVAILABLE 
FROM STOCK 


FITTED 
KORKALITE MOULDED 
OR ALUMINIUM CAPS 


UNITED GLASS BOTTLE MANUFACTURERS LTD 


8, LEICESTER STREET, W.C.2 - Telephone: GERRARD 8611 (18 Lines) Telegrams: UNGLABOMAN, LESQUARE, LONDON 
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ETHER ANAESTHETIC B.P. 


Manufactured in our own plant at Dagenham, this 


product is specially prepared, purified and stabi- 
lized for anaesthesia to Baker’s specification. It 
is a product to specify and use with confidence. 


Supplied in containers convenient for handling 


Telephone ; ILFord 3060 Extension 220 
ASSOCIATED HOUSES : BOMBAY - 


LAGOS MONTREAL 
SYDNEY WELLINGTON 


Branches and Agents throughout the World 


PORT ELIZABETH 


A non-toxic 


Antiseptic Germicide 


KEEDOSOL (FERRIS) provides a general antiseptic 
of high bactericidal potency yet Possessing marked 
advantages not attributable to germicides of phenolic 
origin. It is non-poisonous, even in high concentration, 
non-injurious to living tissue, and _ its agreeable 
refreshing odour renders it pleasant in use. For the 
guidance of users of this modern germicide a table of 
recommended dilutions is affixed to each container. 


Available in 4-0z.; 8-0z.; 16-0z.; and 80-02. bottles 
and 1-gallon tins 


(FERRIS) 


Samples on 
FERRIS & co LTD 


BRISTOL | 
Telegrams 


21381 


E.. the sick-room, there is nothing better than Lucozade as 


a source of energy. This sparkling drink provides glucose in 


one of the most refreshing and palatable forms yet devised. 


Once tasted, no patient will ever refuse it. Lucozade stimu- 


lates the appetite; it is assimilated immediately and does not 


affect the most delicate digestion. For building up reserves 


of strength — give Lucozade. 


=~" AN IMPROVED FORM OF GLUCOSE THERAPY baz 
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Telephone: SINGLE VACCINATION TUBES - 


JENNER INSTITUTE suerrnat VACCINE LYMPH 


PREPARED IN ACCORDANCE WITH THE THERAPEUTIC SUBSTANCES REGULATIONS (BRITISH PRODUCT) 


BATTERSEA 1347 LARGE TUBES (EXPORT only) sufficient for 5 vaccinations, 20/- dozen 


JENNER INSTITUTE FOR CALF LYMPH LTD., 73, Battersea Church Road, $.W.11 


12/- dozen. Postage extra Telegrams: 
“ JENVACTER, SOUPHONE, 
LONDON” (2 words) 


ANASPASMINE 


(Elixir Caffein. Tod.) 


Bronchial Asthma, 
Bronchitis, Emphysema. 


4 oz. bottles 4/3d. (subject) 


Samples on signed request 


ROBERTS & CO. 


76, New Bond Street, London, W.1 


| THE WORLD’S GREATEST BOOKSHOP 


* FOR BOOKS* 


Large Medical Dept. 


New, secondhand and rare Books on every subject. 
Stock of over 3 million volumes. 


Subscriptions taken for British, American 
and Continental medical magazines. 


119-125 CHARING CROSS ROAD LONDON WC2 
Gerrard 5660 (16 lines) % Open 9-6 (inc. Sats.) 
Nearest Station: Tottenham Court Road 


THE OLD MANOR 
SALISBURY 


A Private Hospital for the treatment and care of Ladies and 
Gentlemen suffering from nervous disorders. Electrical Therapy, 
Leucotomy, Narcosis, Insulin Coma Unit and other physical 
methods of treatment are available. In addition, Occupational 
Therapy and Psychotherapy are provided for suitable cases. 

Separate Villas provide accommodation which is suited to the 
type and severity of illness and includes private rooms. 4 
patients who are well enough are encouraged to attend enter- 
tainments and to join in sports and games. Cinema shows and 
dances are held in a spacious ballroom and facilities for games 
include tennis courts, croquet lawn, cricket and football grounds, 
Private automobiles are available for recreational drives. Divine 
Service is held every Sunday in the Hospital Chapel and visiting 
Chaplains attend for all denominations. Fees from £6 6s. weekly. 


Hume Towers, Bournemouth 


A Convalescent Home associated with the Hospital and 
situated in lovely gardens and with detached Villas. Tennis 
Courts and an adjoining golf course add to the attraction of this 
beautiful home. There is a Medical Officer in attendance and 
treatment can be cbtained here as well as at Salisbury. 

Volyntary, Temporary and Certified patients are accommo- 
-<_ at both branches of the Hospital. Fees from £8 8s. 
weekly. 


Further information and illustrated brochures on lication 
to the Medical Superintendent, The Old Manor, sbury. 
Telephone : Salisbury 3216/7. 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 


A Private Home for the Treatment and Care of Mental and 

Nervous Illnesses in both Sexes 
A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 
or status. Modern forms of treatment. 
ing naroo-analysis, modified insulin, 
Sopupeaionll erapy, E.C.T., eto. Fees from 12 guineas a week. 
DOUGLAS MACAULAY, al 


BOWDEN HOUSE 


HARROW-ON-THE-HILL, 
Established in 1911 : BYRon 1011 & 4772 
(Incorporated Association not on profit) 

A private clinic for the treatment of the neuroses and nervous 
disordcrs by psychotherapy and all modern physical therapies. 

Apply: MEDICAL DIRECTOR 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

of treatment carried out. Accommodation for Alcoholics and Addicts 

available. Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


MUNDESLEY SANATORIUM 


MUNDESLEY, NORFOLK 
TERMS FROM 16 GUINEAS WEEKLY (Single Room). Waiting list: 2 weeks 


” ” 14 »” ” 


(Shared Room). Immediate vacancies 


Medical Superintendents : 


E. C. WYNNE-EDWARDS 
M.B.(Cantab.), F.R.C.S.(Edin.) 


For all information apply THE SECRETARY 


GEORGE H. DAY 
M.D.(Cantab.) 


Telephone : Mundesley 94 and 95 (2 lines) 


i 
I 
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ST. ANDREW’S HOSPITAL 
NORTHAMPTON 


PRESIDENT: THE EARL SPENCER . 
MEDICAL SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary [aeenaen and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. |rivate 
rooms with a nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 

e 


can be provi 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, acteriological, and pathological 
r h. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are mw games to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
pon Ll is a feature of branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing 
BRYN-Y-NEUADD HALL 

The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 

At all the branches ef the Hospital there are cricket grounds, football and hockey unds, lawn tennis courts ( and hard 


courts), croquet soore. golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, eto. 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
oan be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, | 100 ft. up for bracing moorland air 


SPRINGFIELD HOUSE THE COTSWOLD SANATORIUM 
Phone: BEDFORD 3417 Near BEDFORD On the Cotswold Hills, seven miles from Cheltenham, 


Fees from Eight Guineas per week (Separate Bedrooms for Pulmonary Tuberculosis. Full day and night nursing staff. 
cases without extra charge) | Terms £10 10s. Od. per week 
For “ &c., apply to the Resident Physician, urs from Secretar SwOLD ATOR 
I NDON APPOINTMENT CRANHAM, CES 


| 
| 
For MENTAL CASES (including the aged) | Stroud and Gloucester, equipped for the treatment of 


CAMBERWELL HOUSE, 33, Peckham Road, London, S.E.5 


A PRIVATE HOSPITAL FOR THE 
TREATMENT OF NERVOUS AND MENTAL DISORDERS 
Complete! i ild cases. i ived. Fif yf ds. Hard and grass tennis courts, putting greens, 
shock and ail modern forms of treatment. op a 
are 


The Convalescent Branch is HOVE VILLA, BRIGHTON. 


ital ide the effici 
sexes suffering from an ) . 

ering. - 
A Registered Hospital for MENTAL DISEASES and ies “inulin Coma; EC, 
Seaside GLAN-Y-DON, Colwyn y, N. es ond Pe 


fer Terms and further Information apply te the MEDICAL SUPERINTENDENT Telephone : GATLEY 2231 


RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 


Nursing, dietetic, massage, x-ray and laboratory departments Central heating and a lift te all floors 
Inclusive charges Apply SrcrrtTary Telephone: Ruthin 66 
19 


Resident M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 
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SECTION 22 
ANAZSTHETICS 
Highlands, N.21. H.O. 25 
North Middlesex, N.18. H.O.. 26 
North Middlesex, N.18. Temp. Reg. 25 
St. Mary’s, W.2. 26 
St. Thomas’s, 8.E.1. Sr.  Reg.. 26 
Ashford. Middx. 0. 27 
Birmingham. Dudley Road. H.O.. 28 
Birmingham R.H.B. Reg. so 
Bishop's Stortford. Reg. 

Brighton. Royal Sussex County. 

Sr. H. 29 
Cambridge. Addenbrooke's. “Sr. 0. 29 
Chelmsford Hosps. Sr. H sate 30 
Derby. City. Reg. we 
Doncaster Royal Infy. 31 
Dudley, & “sr. H. 0. 31 
Glasgow. Vic. Infy. Sr. H.O. 32 


Grimsby Gen. Reg. .. 
Halifax Area H.M.C. H.0.’s 
East Suffolk sr. 


Isleworth. West Middx. H.O. 
Warneford Gen. H. 0. 
Leeds A Group H.M.C. Sr. H.O. 
Leeds R.H.B. Reg. .. ps 
Lincoln County. Sr. H.O. .. 
Liverpool R.H.B. Cons. 
Manchester. Crumpsall. Sr. i. Oo. 

R.H.B. Cons. Sr. 


M 
Manchester R. H.B. Sr. 
Nottingham Gen. Sr. H.O. 
Oxford R.H.B. Sr. H.M.O. 


Plymouth. South Devon & East 
Cornwall. Sr. H.O.. 
Royal Berks. Sr. & 


Rochdale. Birch Hill. H.O. 
Salford Bagel. Sr. H.O. 

Sheffield. City Gen. Reg. 
Sheffield R.H.B. Locum Reg. 
Sheffield United Hosps. P.-t. Cons. .. 
Stafford H.M.C, Sr. H.O. . 
Taunton H.M.C. Sr. H.O. 
Walsall Gen. Sr. H.O. 
Wolverhampton H.M.C, Sr. H.O. .. 
Worcester. Ronkswood. Sr. H.O. .. 
St. John’s. Newfoundland. Resident. 


CARDIOLOGY 
National Heart. Sr. H.O. 


CASUALTY 
Gen., S.W.11. O. or Sr. 
) 
Hackney, E.9. ; 
North Middlesex, N.18. Sr. H.O. 
St. James’, 8.W. 12. Sr. H.O. 
St. Mary’s, W.2. Sr. H.O. ° 
Ashford. Middx. Jr. H.M.O.. - 
Birmingham. Selly Oak. Sr. 
Birmingham United Hosps. H.O.’s.. 
Birmingham United Hosps. Sr. H.O. 
Chertsey. St. Peter’s. Sr. H.O. > 
Chesterfield Royal H.O. 
Clacton & Dist. Sr. H.O. gs 
Colchester. Essex County. H.O. 
Colchester. Essex County. Sr. H. ee 
Coventry & Warwickshire. Sr. H.O.. 
Dudley, Stourbridge & Dist. Sr. H.0. 
Hastings. Royal East Sussex. Sr. H.O. 
Hull. Vic. Hosp. for Sick Child. 
Locum Sr. H.O. & Sr. H.O. i 
Warneford Gen. Sr. 
Maidstone. West Kent Gen. Sr. H.O. 
Newport. I.W. St. Mary’s. Sr. H.O... 
= Royal Gwent. Sr. H.O or 


ein. Norfolk & Norwich. Locum 
Sr. H.O, 
Plymouth. South Devon East 
Cornwall. Sr. H.O.” 
Portsmouth Group H.M.C,. Sr. H. 0. 
Romford. Oldchurch. H.O. 
Ryde. Royal I.W. County. Sr. H.0O.. 
Shrewsbury. Royal Salop Sr. 
) 


St. Albans City. Temp, "Reg.. 

St. Helens, Lancs. Sr. H.O 

Stockport ‘Infy. Locum Sr. H. oO. 
Swansea. Morriston. Sr. H.O. 
Swindon Hosp. Group. Sr. H.O. 
Taunton & Somerset. Sr. H.O. . 
Warrington Infy. Jr. H.M.O. es 
Warwick. Sr. H.O. 

Wembley. Middx. Locum Jr. H.M.O. 
Wolverhampton H.M.C. H.O. 
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CHEST AND TUBERCULOSIS 

Grove Park, 8.E.12. Sr. H.O.. 

St. Charles’, W.10. H.O. 

Aylesbury. "Royal Bucks & Associated 
Hosps. H.M.C. H.O. 

Birmingham R.H.B. Reg. 

Bovey _ Tracey. Fiawkmoor Chest. 
Sr. H.O. 3 

Bradford Royal ‘Infy. 

Bristol Clinical Area. Sr. H.M.O. 

Dartford H.M.C. H 


exham Wooley “San. Sr. H.O. 
R.H.B. Con. & P.-t. 


encheuter R.H.B. Sr. Reg. & Reg. 
Newcastle. Walkergate. Sr. H.O. 
Oxford United Hosps. & R.H. B. 
P.-t. Cons. .. 
Scotland. Western R.H.B. Sr. 
H.M.O.’s 


Sheffield. City ¢ Gen. Sr. H.O... 
Sheffield R.H.B. Sr. H.M.O... 
Sheffield R.H.B. Tica Sr. Reg. 
Sheffield R.H.B. Reg. 

South East Met. R.H.B. Cons. 7 
St. Helens. a Hall. Sr. H.O. 
Sully. Glam. H.O. & Sr. H.O. 

Ware Park. Locum Jr. H.M.O. 
Watford Chest Clinic. Reg. .. 


DERMATOLOGY 
or Sr. H.M.O 


EAR, NOSE, AND THROAT 
Aylesbury. Royal Bucks & Associated 
osps. H.M.C. ‘H.O. 
Blackpool. Vic. Sr. H.O. & H.O. 
Bournemouth. Royal Vic. H.O. .. 
Cambridge. Addenbrooke’s. H.O... 
Canterbury. Kent & Canterbury. Sr. 


H.O. 
Carlisle. Camberland Infy. H.O. 
Dartford H.M.C. H.O. 

Northern Infy. 
Leeds R.H.B. Area. Pre-reg. H.O.’s.. 
North Manchester 


Nottingham Gen. Sr. H.O 
Sheffield United Hosps. Sr. H. oO. 
Royal Hants. Sr. 


Warwickshire. South Warwickshire 
P.-t. Clin. Asst. 
ik 
GERIATRICS 


Leeds R.H.B. Area. Pre-reg. H.O. 


INFECTIOUS DISEASES 
Eastern (Fevers), E.9. H.O.. 
Woolwich Group H.M.C. i. oO. 
Cardiff Isolation. Sr. H.O. .. 


LARYNGOLOGY AND OTOLOGY 
Leeds R.H.B. Reg. .. 


MEDICINE 

Bethnal Green, E.2. H.O.’s .. 

East Ham Mem., E.7. 
Hendon Dist., P.-t. M.O. 


Highlands, N 21. H.O. 
Lambeth, $.E.11. Reg. & 
London Jewish. H.O.. 
Miller Gen., 8.E.10. H.O. 
New Cross Gen., S.E.14. Sr. H.O. 
North Middlesex, N.18. H.O.. 
South London Hosp. for Women & 
ild., S.W.4. Sr. H.O. 
St. Francis’, Sr. H.0. 
Wimbledon, S.W.20. H.O. 
Woolwich Group H.M.C, H. 0.8 
Ashford. Willesborough. 
Barnet Gen. H.O. .. 3 
Bath. Royal United. H.O 
Birmingham. Dudley Road Infy. 
r. H.M.O. 
Birmingham. Solihull. Sr. H.0. & H.0. 
Birmingham United Hosps. Reg. 
Bishop Auckland Gen. H.O... 
Bishop’s Stortford & ‘Dist. H.O. °. 
Bovey Tracey. Hawkmoor Chest. 
Sr. H.O. 
Braintree. Black Notley. H.O. 
Brighton. New Sussex — for 
Women. Pre-reg. H.O. 
Cardiff. Royal Hamadryad. “Sr. H.O. 
Chelmsford & Essex. Pre-reg. H.O... 
Christchureh. H.O.’s. 
Cromer & Dist. Sr. H.O. ee 
Dartford H.M.C. H.O.’s .. 


Dewsbury. Staincliffe Gen. H.O.’s. 31 
Dover. Buckland. H.O. 

Dudley, Stourbridge & Dist. ‘Sr. H.0. 31 
Enfield. Chase Farm. H.O. 31 


Hastings. Poyal East Sussex. Pre- 
Huddersfield Royal Infy. H.O. ae | 
Hull. Kingston Gen. H.O.’s.. 
Ipswich. Borough Gen. H.O.’s .. 33 
Ipswich. St. Helen’s. H.O. ae 


Kettering Gen. Pre-reg. H. Oo. 33 
Leeds R.H.B. Area. Pre-reg. H.O.’ 8. 33 
Leeds R.H.B. Reg. & Locum Regs. 33/34 
Leigh Infy. Lancs. H.O. 
Maidstone. West Kent Gen. Pre- 


reg. H.O. 
Manchester. Altrincham Gen. Sr. 

Manchester. North 

H.M.C. H.O.’s 34 
Manchester R.H.B. Reg. 35 
Mansfield Gen. Pre- -reg. H.O. 

or Sr. H.¢ oo 
Merthyr “St. Tydfil’s. i. 
Newmarket Gen. H.O. 36 
Northwood. Mount Vernon. H.O. 36 
Norwich. Norfolk & Norwich. H.O. 37 
Plymouth. South Devon & ae 

Cornwall. _H.O. 38 
Pontypridd. East Glamorgan. H. 0.3 37 
Portsmouth Group H.M.C. H.O.’s 38 


Potters Bar & Dist. H.O. 38 


Rochdale Infy. H.O. 
Romford. Vic. H.O. .. 
Salisbury Gen. Pre-reg. H. oO. ae 
Sheffield R.H.B. Locum Reg. 39 


Southampton. Royal S. Hants. H. 0. 40 
St. Helens & Dist. H.M.C. H.O. .. 40 
St. Helens, Lancs. H. oo 0 
Stockport Inty. Sr. H.0.orH.O. 41 
Stoke-on-Trent. City Gen. H.O.’s.. 40 
Swindon. H.O.’s 41 
— Canadian Red Cross Mem. 


41 

Torquay. Torbay. Sr. H.0.. 41 

Ww Peace Mem. & Shrodelis. 
ee oe 

Weston- -super-Mare Gen. 43 

Wolverhampton H.M.C. H.O. 


Channel Islands, Jersey. Gen. M. OQ... 48 
Douglas. Noble’s Isle of Man. H.O... 42 
St. John’s. Newfoundland. Interne. 43 
Transvaal. Jane Furse Mem. Sr.M.O. 24 
New Zealand. Wellington Hosp. 


Board. M.O... ee 
NEUROLOGY 
a Hosps. for Nervous Diseases. 
Sr. Reg., Reg. & Sr. H.O.’s 25 
National Hosps. for Nervous Diseases. 
Physiologist . 25 
West End Hosp. for Nervous Diseases, 
W.1. P.-t. Clin. Asst. 27 


Aylesbury. Royal Bucks & Associated 


Hosps. H.M.C. Sr. H.O. .. 27 
Leeds R.H.B. Reg. | 
NEUROSURGERY 
Guys-Maudsley 

Sr. H.0. 25 
St. George’s, S. W.1. H.O. 
South-Western R.H.B. Cons. 


OBSTETRICS AND GYNZCOLOGY 
Garrett Ww. 1. 
0.” 


25 
Guy’s, 8.E.1. P.-t. Cons. 
Hammersmith. W.12. Reg. . 
Lambeth, 8.E.11. Locum Reg. 


Woolwich Group H.M.C. 
Barnet Gen. Locum Reg. 27 


Barnsley. St. Helen. Locum $ sr. H.O. 27 
Barrow & Furness H.M.C. H.O. o 

Sr. H.O. as 27 
Birmingham R. ‘HB. "Reg. 
Bishop Auckland Gen. H.O. 27 


Canterbury. Kent & Canterbury. H.O. 29 
Chatham. All Saint’s. Pre-reg. H.O. 30 
Sunnyside Maternity. 
Colchester Group H.M.C. H.O. 
Folkestone. Royal Vic. H.O. ae 
Grimsby Gen. Sr. H.O. 
Hitchin. North Herts. Sr. 
Hull. Kingston Gen. H.O. A 

Isleworth. West Middx. Sr. a2. 3 
Leeds R.H.B. Area. Pre-reg. H.O.’s. 33 
Manchester United Hospe. H.O.’s 35 
Mansfield H.M.C. Sr. H.¢ 35 
Merthyr Tydfil. St. Trane s. Sr. H. 0. 36 
Newmarket Gen. Sr. H.O. .. 36 
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Page 
Northwood. Mount Vernon. H.O. .. 36 
Plymouth Clinical Area. Sr. Reg. .; 38 


Plymouth. 
Cornwall. 

Pontypridd. 
H.O. & H.O 


South Devon & Eas 
East Glamorgan. Sr, 
Rugby. Hosp. of St. Cross & St. Mary’s. 
Sheffield R.H.B. Locum Cons. or 
Sr. H.M.0. .. 
Southampton Gen. H.0O.’s 
Whiston County. Sr. 
Wolverhampton H.M.C. H.O. 
Northern Ireland Hosps. Authority. 
OPHTHALMOLOGY 
Aylesbury. Royal Bucks & Associated 
Hosps. H.M.C, H.O. 
Birmingham. Selly Oak Eye. Sr. 
Birmingham United Hosps. H.0. 
Bolton & Dist. H.M.C. Sr. H.O, 
Brighton. Sussex Eye. H.O... a 
Huddersfield Royal Infy. Sr. | 2 
Manchester United Hosps. 
Manchester United Hosps. Sr. H.0.’3 
Nottingham & Midland Eye Infy. 
( 


Stoke-on-Trent. North Staffs Royal 
Infy. Sr. H.O. 
Wolverhampton BMS. 
ORTHOP2DICS 
Highlands, N.21, H.0. 
Prince of Wales’s Gen., N.15. H.O. :: 
Aylesbury. Royal Bucks & Associated 
Birmingham R.H.B. Regs. .. 
Bournemouth. Royal Vic. Sr. H.0.’s 
Braintree. Black Notley. H.O. aie 
Bestel. Winford Orthopedic, Sr. 
Burton-on-Trent Gen. Infy. Jr. 
Carlisle. Cumberland Infy. H.O. 
Chesterfield Royal. Sr. H.O. 
Croydon Group H.M.c, Regs. 
Dartford H.M.c, 
Inverness Hosps. B.O.M. PGs... 
Ipswich. East Suffolk & Ipswich. H.O. 
Leeds R.H.B. Area. Pre-reg, mos... 
Leeds R.H.B. Re 
Northampton. Manfield Orthopedic 
Noewioh. Norfolk & Norwich. Sr. 
Nottingham Gen. Sr. H.O. & Reg. -: 
Oldham Royal Infy. Sr. H.O. nih 
Reading & Dist. H.M.C. Sr. H.0, 
Reading. Royal Berkshire & Battle. 
Rochdale Infy. Sr. H.O. <a 
Rugby. Hosp. of St. Cross, Locum 
Salisbury Gen. H.O. or Sr. H.0. $ 
Sheffield R.H.B. Locum Reg. an 
Royal Salop Infy. Sr. 
Southampton. Royal S. Hants. Sr. 
H.O. & H.O... 
Southport & Dist. H.M.C. H.O, 
Stoke-on-Trent H.M.C. . Sr. H.O. 
Stoke-on-Trent. North Staffs Royal 
Infy. H.O. .. 
Swansea. Morriston. Sr. H.O. 
7. Royal Cornwall Infy. Sr. 
Winchester. Royal Hants County, 
Wolverhampton H.M.C. Sr, H.O. 
or H.O, = 
East Riding H.M.C. Sr, 
PZDIATRICS 
St. Marys W.2. Reg... 
Westminster Child’s., S.W.1, Sr. Reg. 
Birmingham United Hosps. Sr. H.0. 
Canterbury. Kent & Canterbury. H.O, 
& Essex & St. ohn’s, 


Edgware Gen. H.O. 
Leeds R.H.B. Area, Pre-reg. H.O.’s 
Manchester. Duchess of York Hosp 


H.O, 


Norwich. Norfolk & Norwich. H.O. 
Plymouth. South Devon & East 
Cornwall. H.O 


Pontypridd. East Glamorgan. H.O. 
Portsmouth Group H.M.C, H.O. 
Wrexham. War Mem. 
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Page 
PATHOLOGY 

Royal Free, W.C.1, 
St. James’, S.W.12. Locum Sr. H.M.O. 22 
St. James’, S.W.12. Locum Sr, Reg... 26 
St. Mary’s, W.2. Sr. a 26 
Epping. St. Margaret’s. Sr. ... 
Chelmsford. St, John’s. Locum Sr. * 

Manchester R.H.B. Reg. 34 
Neath Gen. Sr, .. 
Newcastle R.H.B. Cons. 
South West Met. R.H.B. Reg. se, 88 
Stoke-on-Trent H.M.C. Jr. H.M.O. 

West Bromwich. Hallam. Sr. H.0.. 42 
Winchester, Royal Hants County. 

PLASTIC SURGERY 
Chepstow. St. Lawrence. Sr. H.O. 30 
PSYCHIATRY 
St. Clement’s, E.3. Sr. H.O... 26 
Birmingham R.H.B. Reg. .. 28 
Chester. Deva. Jr. HMO, .. 30 
Leicester. Carlton Hayes, Reg. ‘ 34 
Leeds R.H.B Reg. & Locum Regs. 33/34 
Lennoxtown, Lennox Castle Inst. 

Lincoln. Bracebridge Heath. Jr, 

H.M.O, gh 34 
Manchester R.H.B. Sr. H.M.O. 
Newcastle R.H.B. Sr. Reg. & Reg. || 36 
North West Met, R.H.B. Sr. H.M.O, 

& P.-t. Sr. H.M.O. 
Oldham & Dist. Gen. Reg. .. a. OF 
Preston. Whittingham. Jr. H.M.O. & 

Locum Jr. H.M.O, sve 208/37 
Prestwich, Reg. ne 
Scotland. Northern R.H.B. Sr. Reg. 39 
Scotland. Western R.H.B. Cons. .. 24 
Sheffield. Middlewood. Jr, H.M.O, 

or Sr. H.O. & Reg. .. 39 
Southall. St. Bernard’s, Jr. H.M.O... 39 
Wallingford. Fair Mile Mental. Sr. 

Warrington. Winwick. Jr, H.M.O... 42 
RADIOLOGY 
South West Met. R.H.B. Sr. H.M.O. 23 
Cambridge. Addenbrooke’s, Sr. Reg. 

Kast Anglian R.H.B. Sr. H.M.O. 23 
Manchester United Hosps. Reg, $5 
Medway & Gravesend H.M.C, Locum 35 
Scotland. Western R.H.B. Sr. H.M.O, 24 
Welsh R.H.B. Cons. 
RADIOTHERAPY 
Marie Curie, N.W.3. 
Northwood. Mount Vernon. H.0.’s || 36 
Sheffield R.H.B, Locum Sr. H.M.O. 24 
South West Met. R.H.B. Sr. H.M.O: 23 
SURGERY 
Dulwich, S.E.22. H.O. 24 
EK. 9. Pre-reg. H.O. 25 
Lambeth, S.E.11. 25 
North Middlesex, N.18. 
Queen Mary’s Hosp. for the East 

End, E.15. Pre-reg. H.O. . . 
St. Ann’s Gen., N.15. ‘ 26 
St. Charles’, W.10. H.O 26 
St. Mary’s, W.2. P.-t. Sr. H.O 26 
West London, W.6. H 
Woolwich Group H.M.C. H.0,’s 
Aylesbury. Royal Bucks & Associated 

Hosps. H.M.C, H.O. 
Barry Accident & Surgical. Sr. 29 
Bebington. Clatterbridge. moO: .. 
Bexhill. H.0.’s 27 
Birmingham Accident. H.0O.’s 28 
Birmingham United Hosps. Regs. +. 28 
Bishop Auckland Gen. Hosp. Sr. 

-O. or H.O.. . 
Bishop’s Stortford. Haymeads. H.O. 28 
Bolton & Dist. H.M.C, Sr. H.0.’3 .. 27 
Boston Gen. Reg. 29 
Bournemouth. Royal Vic. H.O,. 29 
Bradford Royal Infy. Sr. H.O. «. 
Braintree. “Black Notley & Essex 

County. H.O. -. 29 
Brighton Gen. H.O. 
Bristol Clinical Area. Reg. .. -. 29 
Burton-on-Trent Gen. Infy. H.0.’s.. 29 
Canterbury. Kent & Canterbury. H.0, 29 
Chelmsford H.M.C, Locum Reg. - 30 
Chesterfield Royal. H.O 30 


Crewe & Dist. Mem. Hosp. 
Croydon Gen. Locum Reg. 
Dartford H.M.C. H.O. 
Dorchester. Dorset County. H.O. .. 
Dewsbury. Staincliffe Gen. H.O. .. 
Dewsbury. Staincliffe Gen, Sr. H.O, 
Dorking Gen. Sr. H.0, 
Dover. Royal Vic. H.O. 
Dudley, Stourbridge & Dist. Sr. H.O 
& H.¢ 


Enfield. Chase Farm. 
Epping. St. Margaret’s. Sr. H.O. 


Reg. 


Exeter. Royal Devon & Exeter, 
Folkestone, Royal Vic. H.0, 
Glasgow Royal Infy. sr. H.O. = 
~aveeene & North Kent. Sr. H.O. 


H.O 


Halifax Gen. 
Royal East Sussex, 


Hastings. 
Hemel Hempstead. West Herts, 
Hereford Gen. BO... 
love Gen. H.O, 
Hounslow, Middx. HO, 
Huddersfield Royal Infy. H.O. 
Hull. Vie. Hosp. for Sick Child. H.O, 
& Locum H.0O. <3 


Pre- 
H.O. 
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Hull. Kingston Gen. H.O. .. 
Ilford. King George. Sr. Reg. sata 
Inverness, Royal Northern Infy. H.0. 33 
Ipswich Borough Gen. 
Kidderminster & Dist. Gen. H.O. ve 
Leeds R.H.B, Area. Pre-reg. H.0.’s.. 33 
Leeds R.H.B. Locum Regs. . . e+ 
Leicester Gen. 34 
Lincoln County. Sr. H.0. & Pre-reg. 

Liverpool United Hosps. Temp. Reg. 34 
Louth. County Infy. H.O. - 
Lymington, Hants. Sr. 86 
Manchester. W. Manchester H.M.C, 

Sr. & H.O. $6 
Manchester R.H.B. Reg. .. 
Manchester United Hosps. Sr. Reg. 35 
Newark Gen. Reg. .. 85 
Newcastle R.H.B. Reg. 
Newport. I.W. St. Mary’s. Sr. H.0. 

& H.0. Ag os. 
Northampton Gen. H.O. .. co 28 
Norwich. Norfolk & Norwich. H.O. 37 
Oldham Royal Infy. Pre-reg. 
Pontypool & Dist, 37 
Pontypridd. East Glamorgan. Sr, 

H.O. & H.O,’s ida 
Portsmouth Group H.M.C, Sr. H.O. 

H.0.’s x 988 
Plymouth. South Devon & East 

Cornwall. Sr. H.O.’s & H.O.’s .. 38 
Redhill. East Surrey. Sr. H.0. 38 
Redhill County. H.O, 
Redruth. Camborne-Redruth. Sr. 

Rhondda. Porth & Dist. H.O. eo 388 
Rhondda. Porth & Dist. Jr, H.M.O, 38 
Rochdale Infy. H.O. .. 
Rochford Gen. ee 39 
Romford. Oldchurch. H.o, 39 
Salisbury Gen. H.O. 38 
Southampton Gen. H.0. 40 
Southampton. Royal S. Hants. H.O. 40 
Southport & Dist. H.M.C. H.O.’s & 

Temp. H.O. ., -» 40 
Stafford. Staffordshire Gen. Infy. 

St. Helens & Dist. H.M.C. H.0.’s °° 40 
Stockport. Stepping Hill. Sr. H.0... 41 
Swansea. Morriston. Sr. H.0O, oo @1 
Swindon Hosp. Group. H.O, .. -- 
Taplow. Canadian Red Cross Mem. 

Taunton H.M.C, Sr. H.O. 41 
Torquay. Torbay. Sr. H.O. - os 4] 
Truro. Royal Cornwall Infy. H.O. 41 
Warrington Gen. H.0. a os £2 
Warrington Infy. H.O. 43 
Watford. Peace Mem. & Shrodells, ‘i 

Welsh R.H.B. Cons... 24 
Weston-super-Mare Gen. H.O. o 
Worthing. H.O. 49 
Yorkshire. East Riding H.M.C, 

Tasmania Launceston Gen. P.-t. 

UROLOGY 
Newcastle Gen. Sr. eo 36 
VENEREOLOGY 
Manchester R.H.B. & United Hosps, 

GENERAL 
Stockport Infy. Locum Sr. H.O. .. 41 
U.S.A. Boston. New England. 

Interneships . . és 43 
PUBLIC APPOINTMENTS 43 
GENERAL PRACTICE 44 
NON-MEDICAL 44 
MISCELLANEOUS 44 

The Terms and Conditions of Service of 
Hospital Medical and Dental Staff apply to 


all N.H.S. hospital posts we advertise, unless 
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Academic and Educational 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


Sir ALLEN DALEY, M.D., F.R.C.P., will deliver the CROONIAN 
LECTURES on TUESDAY, 7TH JULY, and THU exh) 9TH JULY, 
1953, at 5 P.M. at the College, Pall Mall East, 8 

Subject : “The Place of the Hospital in a National Health 
Service. 

Any member of the Medical hag yams admitted on presenta- 
tion of card. y order of the President. 

HAROLD BOLDERO, Registrar. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 
BASIC SCIENCE COURSE 


2 COURSES IN THE BASIC SCIENCES (Anatomy, Physiology, 
Pathology, including Bacteriology) will be conducted by the 
Fellows of the College and others, under the eegis of the Edinburgh 
Post-Graduate Board for Medic ine. 

These courses, comprising lectures and demonstrations, will 
begin on 5TH OCTOBER, 1953, and 4TH JANUARY, 1954, and 
continue for 10 weeks. Fee 25 guineas. : 

Applications for enrolment, or further particulars regarding 
these Courses, should be addressed to: The Director of Post- 
Graduate Studies, Surgeons’ Hall, Edinburgh, 8. 


ASSOCIATION OF pea OF GREAT BRITAIN 
AND IRELAN D 


The Association of Surgeons { in offering & MOYNIHAN PRIZE of 
£100, together with a medal, for an essay on “ The pulmonary 
complications of abdominal surgery. Essays submitted for the 
prize must. be received by the Honorary Secretary not later than 
3lst December, 1954. 

Further details can be obtained from the Honorary Secretary 
of the Association, 45, Lincoln’s Inn-fields, London, WAGs, 


KINQ’S COLLEGE HOSPITAL MEDICAL SCHOOL 
(UNIVERSITY OF LONDON), Denmark-hill, 8.E./ 


Applications are invited for the newly established COWBURN 


RESEARCH FELLOWSHIP tenable in the Medical School. The, 


successful applicant, who need not be medically qualified, will be 
expected to undertake research in pathology, bacteriology, 
morbid anatomy or allied subjects. The Fellowship will be full- 
time and tenable for up to 3 years. The stipend will be not less than 
£1000 a year with F.S.8.U. and family allowances. 

Further particulars may be obtained from the Secretary of 
the Medical School to whom applications, giving full particulars 
of age, qualifications and experience, together with the names of 
3 referees, should be sent before Saturday, 29th August, 1953. 


UNIVERSITY COLLEGE HOSPITAL MEDICAL 
SCHOOL 


RICKMAN GODLEE TRAVELLING SCHOLARSHIP 

Applications are invited for the Rickman Godlee Travelling 
Scholarship which is of the value of £1000 p.a. The Scholarship 
can be held in any branch of medicine, including obstetrics 
and gynecology, surgery or pathology. goer for the 
Scholarship must have been full students of University College 
Hospital Medical School, have held a house surgeoncy and 1 
other resident appointment in University College Hospital. 
The Scholarship is tenable for 1 year, during which period the 
Scholar must carry out a course of study or scientific research 
approved by the School Council, on the recommendation of the 
Academic Board, in recognised Medical or Scientific Institutions 
either in or outside the United Kingdom. 

Applications should be forwarded to the Secretary, University 
College Hospital Medical School. University-street, London, 
W.C.1, on or before Saturday, 19th September, 1953. 


THE ROYAL INSTITUTVOIENE PUBLIC HEALTH AND 


THE CERTIFICATE, AND THE ‘DIPLOMA, IN PUBLIC HEALTH, AND 
THE DIPLOMA IN INDUSTRIAL HEALTH 

The next bi-annual Course of Instruction for the Certificate 
in Public Health (C.P.H.) will commence on 2ND OCTOBER, 1953. 
This leads to Courses both for the Diploma in Public Health 
and for the Diploma in Industrial Health. All Courses may 
be taken either whole-time or part-time. 

Prospectuses, enrolment forms and full details may be obtained 
from the Secretary, 28, Portland-place, London, W.1. (Tele- 
phone : LANgham 2731/2.) 


WORLD HEALTH ORGANISATION FELLOWSHIPS 


A small number of Fellowships is to be awarded in 1954 for 
study in European countries by the World Health Organisation 
to Registered Medical Practitioners, Dental Practitioners and 
State Registered Nurses of at least. five years standing who are 
engaged in the Health Services, Medical Education or Medical 
Research in the United Kingdom. 

Fellowships will be of 2 kinds :— 

a) RESIDENT FELLOWSHIPS for a period which will not 

xceed 4 months. 

(2) TR AVELLING FELLOWSHIPS of shorter duration for 

senior persons holding responsible appointments. 

Applications, giving full particulars of qualifications, experi- 
ence, proposed programme and duration of study, and accom- 
panied by the names of 2 referees, should be sent : 

(a) By those resident in. Scot land to the Secretary, Depart: ment 
of Health for Scotland, St. Andrew’s House, Edinburgh, 1, and 
x, ) By others to the Secretary, Ministry of Health, Savile-row, 
V 


Envelopes Should be marked “ World Health Organisation 


Fellowships.”’ Applications must be received on or before 
18th July, 1953. 


UNIVERSITY OF BIRMINGHAM 
DEPARTMENT OF MEDICINE 


Applications are invited for a NATIONAL COAL BOARD 
FELLOWSHIP tenable in the above Department. The successful 
applicant will be required to engage in research into physiological 
problems concerned with the respiratory aspects of work in 
mines and the design of respirators for mine rescue work. 
Opportunity may be offered for participation in research into 
general problems of cardio-respiratory function in so far as that 
facilitates the primary object of the Fellowship. Applicants 
must have a good degree in science and/or medicine. Salary in 
the range £500-£900. Tenable for 3 years subject to annual 
review. 

Further particulars may be obtained from the Professor of 
Medicine, Queen Elizabeth Hospital, Birmingham, 15 

June, 1953. 

THE UNIVERSITY OF MANCHESTER 


A COURSE in preparation for the DIPLOMA IN PSYCHOLOGICAL 
MEDICINE will commence in OCTOBER, 1953, subject to a sufficient 
number of candidates being available. The instruction is part- 
time, occupying 3 half-days per week for 8 terms. 

Further particulars as to regulations and fees may be obtained 

from the Dean of Postgraduate Medical Studies, The University, 
Manchester, 13, to whom application to take the Course should 
be made not later than Monday, 27th July, 1953. 
CHARING CROSS HOSPITAL MEDICAL SCHOOL, 
62, Chandos-place, W.C.2. Applications are invited for the 
post of ASSISTANT LECTURER IN PHARMACOLOGY. 
Salary range £600—-£750 p.a. 

Further information and forms of application may be obtained 
from the Secretary. i Ce 
UNIVERSITY OF LONDON KING’S COLLEGE will 
require on Ist October, 1953, a LECTURER IN PHYSIOLOGY 
The appointment will be on the Junior Lecturer scale of £600— 

£50-£750, with family allowances and F.S.S8.U. benefits. 

Particulars and applicati-n forms should be obtained from the 

Registrar, King’s College, Strand. W.C.2, whom completed 
applications should reach by 15th August. 
UNIVERSITY OF EDINBURGH invites applications 
for the post of SENIOR LECTURER in the Department of 
Obstetrics and Gynecology. The ae ag ae is a joint one 
with the Regional Hospital Board for South-East Scotland, 
and the successful applicant will receive an honorary contract 
with the Regional Hospital Board as Consultant Obstetrician 
and Gynecologist with independent charge of beds in the 
Edinburgh Northern Group of hospitals. Applicants must 
therefore be fully experienced in the specialty and hold the 
requisite senior qualifications. The successful applicant will 
be required to take his full part in the administrative and 
ss duties and to participate in the research activities 
of the Department. The appointment will be whole-time and 
the salary within the scale £1500-£2000 p.a., according to 
experience, with the possibility of increase in special cases to 
£2500 p.a., and with superannuation benefit and family 
allowance where applicable. 

Further particulars may be obtained from the undersigned, 
with whom applications, with details of experience and the 
names of 3 referees, should be lodged not later than 31st July, 
1953. CHARLES H. STEWART, Secretary to the University. 

June, 1953. 

THE UNIVERSITY OF ADELAIDE. Applications are 
invited for the post of SENIOR LECTURER in the University 
Department of Medicine. Duties will include research, teachi 
and clinical work in the University and in the Professorial Unit 
of the Royal Adelaide Hospital. Candidates should hold a 
higher medical qualification, and some research experience 
— be an advan The salary scale for the appointment is 

250 p.a. plus a cost-of-living allowance, which is at present 
£236 12s. p.a. The successful applicant will be required to take 
up duty as soon as possible after appointment and, in any case, 
not later than Ist January, 1954. A superannuation scheme 
corresponding to F.S.S.U. is available. Promotions depend 
upon merit and accomplishment rather than on _ seniority. 
Study leave is regarded as important. Detailed terms of appoint- 
ment will be supplied on request to the et: The Association 
of Universities of the British Commonwealth, 5, Gordon-square, 
London, W.C.1. 

Applications in duplicate must include particulars of age, 
nationality, academic record, qualifications, war 
service (if any), and present position ; a list of publications 
(if any) ; copies of testimonials ; the names and addresses of 2 
referees of whom confidential inquiries may be made ; a recent 
eee ; and a medical certificate of good health ; and 
should reach the undersigned not ——~ than 3lst August, 1953. 

BAMPTON, Registrar. 

__The University of Adelaide, Adeinide, South Australia. 


Hospital Services : Senior Appointments 


QUY’S HOSPITAL, S8.E.1. The Board of Governors 
invite applications for the appointment of ASSISTANT 
OBSTETRIC SURGEON (part-time) to — Hospital. The 
ergs is of Consultant status and applicants are required 
hold higher een. Attendance will be required on 
a or 5 sessions per wee 

Applications (1 copy), t yey with the names of 3 referees, 
should be submitted to b the Guy’s Hospital, 
S.E.1, not later than “rith July, 1953. n accordance with 
Statutory Instrument No. 1259 of the National Health Service 
tions, canvassing members of the Board or Advisory 

Appointments Committee will lead to disqualification. 


ST. JAMES’ HOSPITAL, Ouseley-road, Balham, S.W.12- 
Locum SENIOR HOSPITAL MEDICAL OFFICER required 
in Pathological Department. Post tenable 4th-17th August. 

se with full particulars, to Group Secretar ry, 
Wandsworth Hospital Group, 14, Atkins-road, Balham, S.W.12, 
by 14th July. 


| 
| 
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SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT RADIOLOGIST 
(Senior Hospital Medical Officer grade) in the Lambeth Group, 
for duty in the X-ray Diagnostic Departments at Lambeth 
Hospital, S.E.11, and South Western Hospital, 8S.W.9, under the 

neral guidance of the Consultant. Candidates should have 

-M.R. and wide experience in radiology. 

Applications (5 copies), giving date of birth, qualifications, 
experience, names of 3 referees, to Secretary (S.1), South West 
Metropolitan Regional Hospital Board, 11a, Portland-place, 
W.1, by 25th July, 1953. Applicants may visit hospitals by 
local arrangement. . 
BRISTOL CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD. Applications are invited jointly by the 
Regional Hospital Board and the Local Authorities of Bristol 
City, Somerset County Council and Gloucestershire County 
Council from registered medical practitioners for the appointment 
of ASSISTANT CHEST PHYSICIAN in the Bristol Clinical 
Area. The appointment will be on a whole-time basis in the 
Senior Hospital Medical Officer grade. The successful candidate 
will be required to work under the general direction of the Senior 
Consultant Chest Physician, and the duties will be concerned 
with the conduct of chest clinics in the Area mainly at the 
Central Health Clinic, Bristol. Arrangements will be made for 
some inpatient work. He will also be required to collaborate 
with the Medical Officers of Health of the Local Authorities 
concerned in the appointment in connection with the tuberculosis 
services. 

Applications (12 copies), stating date of birth, qualifications 

and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be sent to the 
Secretary of the Regional Hospital Board, 27, Tyndalls Park- 
road, Bristol, 8, not later than 25th July, 1953. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ASSISTANT RADIOLOGIST (whole-time) at hospitals in the 
Peterborough and Stamford Area. Main hospital is Peter- 
borough Memorial where a new X-ray Department has just been 
completed. Salary scale £1300-£1750. 

Applications (8 copies), stating age, qualifications, and 

details of present and previous appointments, together with 
names of 3 referees, to Secretary of Board, 117, Chesterton-road, 
Cambridge, by 20th Juty, 1953. Candidates invited to visit 
hospitals concerned by direct arrangement with Hospital 
Management Committee Secretary, Peterborough Memorial 
Hospital. 
LIVERPOOL REGIONAL HOSPITAL BOARD. South 
LIVERPOOL AND ST. HELENS AREA. Applications are invited for the 
post of CONSULTANT ANASSTHETIST either whole-time or on 
maximum part-time sessions with duties mainly in the above 
Area. Applicants must possess the D.A. and have had con- 
siderable experience in the administration of anesthetics. 

Forms of application from, and to be returned to, Dr. T. Lloyd 

Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James-street, Liverpool, 2, to be 
received not later than 18th July, 1953. 
- VINCENT COLLINGE, Secretary to the Board. _ 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the part-time (9 half-days) post of CON- 
SULTANT CHEST PHYSICIAN to the Barrow and Furness 
Hospital Centre. Successful applicant will be in charge of the 
Chest (including pulmonary tuberculosis) Diseases Services in 
the Area, clinics at Barrow and Ulverston and beds at Devonshire 
Road Hospital, Barrow and High Carley Sanatorium, Ulverston 
(also a Regional Thoracic Surgery Centre) where he will be 
Physician-Superintendent. A good house is available adjacent 
to the Sanatorium. In addition appointee will have beds in the 
general medical wards and an outpatient clinic at the North 
Lonsdale Hospital, Barrow. Membership of a Royal College of 
Physicians essential. The appointment may be made in con- 
junction with the Local Health Authorities for whom the 
appointee will carry out duties in connection with care, aftercare 
and prevention of tuberculosis. 

Application forms from the Senior Administrative Medical 

Officer, Cheetwood-road, Manchester, 8, to be returned not later 
than 27th July, 1953. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the whole-time non-resident post of ASSISTANT 
ANZSTHETIST to work under the general guidance of the 
Group Consultant at the Ashton, Hyde and Glossop Hospitals, 
near Manchester. Salary £1300-£50-£1750. The successful 
candidate will be required to live in or near Ashton. 

Application forms from the Senior Administrative Medical 
Officer to the Board at Cheetwood-road, Manchester, 8, to be 
returned not later than 20th July, 1953. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for a whole-time or maximum part-time post of 
CONSULTANT ANZSTHETIST to the Bolton and District 
Hospital Centre (Bolton Royal Infirmary, Bolton District General 
Hospital, &c.). Wide experience and D.A. essential ; appointee 
to live in Area. 

Application forms from the Senior Administrative Medical 

Officer to the Board at Cheetwood-road, Manchester, 8, to be 
returned by 27th July, 1953. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the part-time (9 half-days) t of CON- 
SULTANT CHEST PHYSICIAN to the Rochdale and District 
Hospital Centre. Successful applicant will be in charge of the 
Chest (including pulmonary tuberculosis) Diseases Service in 
the Area, chest clinics in Rochdale and pulmonary tuberculosis 
beds at Springfield and Wolstenholme Sanatoria and will have 
a few beds in the genera] medical wards and an outpatient clinic 
at 1 of the Rochdale General Hospitals. Membership of a Royal 
College of Physicians essential. The appointment may be made 
in conjunction with the Local Authority for whom the appointee 
will carry out duties in connection with care, aftercare and 
prevention of tuberculosis. 

Application forms from the Senior Administrative Medical 
Officer, Cheetwood-road, Manchester, 8, to be returned not 
later than 13th July, 1953. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the whole-time resident post of DEPUTY 
MEDICAL SUPERINTENDENT AND ASSISTANT 
PSYCHIATRIST, Brockhall Hospital, Langho, near Blackburn 
(a modern and fully equipped colony of over 2000 Beds for 
mental defectives). Modern detached house available. Good 
experience in the care of mental defectives and D.P.M. required. 
Salary £1300-£50-£1750. 

Application forms from the Senior Administrative Medical 
Officer to the Board at Cheetwood-road, Manchester, 8, to be 
returned by 27th July, 1953. 
NEWCASTLE REGIONAL HOSPITAL BOARD. New- 
CASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. CON- 
SULTANT PATHOLOGIST, Newcastle General Hospital 
(861 Beds). Appointment may be either whole-time, or part- 
time for a minimum of 9 sessions per week. Salary scale £1700-— 
£2750 p.a. whole-time, pro-rata part-time. The laboratory at 
the Newcastle General.Hospital is the main laboratory of the 
Newcastle upon Tyne Hospital Management Committe Group, 
and it is hoped that a large pathological institute, which is to 
include a new hospital laboratory, an M.R.C. laboratory, and 
the Regional Transfusion Department will be built in the near 
future. The appointment carries an obligation to reside in or 
near Newcastle. Further information may be obtained from 
the Consultant Pathologist. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 28 days. 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Whole-time ASSISTANT PSYCHIATRIST 
required at Three Counties Hospital, Arlesey, Beds (1240 Beds). 
Salary scale £1300 (at age 32 years)—£1750. Considerable 
experience in the diagnosis and treatment of mental illness 
essential and possession of relevant higher medical qualification 
desirable. Appointments normally made from candidates over 
32 years but applications from candidates under that age 
considered. Hospital may be visited by direct appointment. 
Detailed applications, including date of birth, and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 114, Portland-place, W.1, by 5th August, 1953. 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. ASSISTANT CHILD PSYCHIATRIST required 
at Hill End Clinic, St. Albans, Herts, and Branch Clinics for 
5 half-days a week. Previous experience in child-guidance work 
essential, and possession of relevant higher qualification desirable. 
Salary scale £1300-£1750. Appointments normally made from 
candidates over 32 years but applications frem candidates under 
that age considered. Hospital may be visited by direct appoint- 
ment. Applications will be considered from candidates for 
less than 5 half-days a week. 

Detailed applications, giving date of birth, and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 114, Portland-place, W.1, by 5th August, 1953. 


OXFORD REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of ASSISTANT AN ASTHETIST (whole- 
time), in the grade of Senior Hospital Medical Officer to the 
hospitals of Northampton and District Hospital Management 
Committee. Applicants should hold the D.A. The successful 
candidate will be required to reside in or near Northampton 
General Hospital. Applicants are invited to visit the hospitals 
by arrangement with the Secretary, Northampton General 
Hospital. I 
Applications (10 copies), stating age, qui&lifications, experience, 
and the names and addresses of 3 referees, should reach the 
Secretary of the Board, 43, Banbury-road, Oxford, by 31st July. 


OXFORD. UNITED OXFORD HOSPITALS : OXFORD 
REGIONAL HOSPITAL BOARD. Applications are invited fort he post of 
Additional CONSULTANT in the Department. of Thoracic 
Surgery. The successful applicant will have duties in the 
hospitals of the 2 Boards, mainly at The Churchill Hospital, 
Oxford, Peppard Chest Hospital, near Reading, Creaton Sana- 
torium, near Northampton. The post will be for 9 notional half- 
days per week. Candidates must hold a Fellowship or Mastership 
in Surgery. Applicants are invited to visit the hospitals. 

Applications (14 copies), stating age, qualifications and 
experience, with the names and addresses of 3 referees, should 
reach the undersigned, from a further particulars may be 
obtained, by 8th August, 1953. fl 

E. J. R. BuRRoves, Administrator. 
The Radcliffe Infirmary, Oxford. 


SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
Applications are invited from registered medical practitioners 
for the appointment of a CONSULTANT NEUROSU RGEON 
to the South West Region in the Department of Neurosurgery, 
Frenchay Hospital, Bristol. The appointment may be held either 
on a whole-time or maximal (9 sessions) part-time basis. 
Applicants should possess high qualifications in_ surgery, and 
have had wide experience in neurosurgery. The successful 
candidate will be required to work in collaboration with the 
Consultant Neurosurgeons at present attached to the Unit, 
and will have charge of beds at Frenchay Hospital. 2 ’ 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with 12 copies of 2 testimonials, and the 
names and addresses of 2 referees, should be sent to the Secretary 
of the Regional Hospital Board, 27, Tyndalls Park-road, 
Bristol, 8, not later than 20th July, 1953. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT RADIO- 
THERAPIST (Senior Hospital Medical Officer grade) at St. 
Luke’s Hospital, Guildford, Surrey, to work under the direction 
of the Consultant. 

Applications (5 copies), giving date of birth, qualifications, 
experience, names of 3 referees. to Secretary (8.1), South West 
Metropolitan Regional Hospital Board, 114, Portland-place, 
W.1, by 25th July, 1953. Applicants may visit Hospital by 
local arrangement. 
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SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires, for 4 weeks from 27th July, 1953, a Locum 
DERMATOLOGIST for the Southampton Group of hospitals. 
9 sessions weekly ; remuneration 45 guineds per week (if holding 
National Health Service Consultant grading) or 314 guineas per 
week. Main duties at the Royal South Hants and Southampton 
General Hospitals. 

Apply to Dr. J. REVANS. 

__ Beeston House, Water-lane, Winchester. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD, HASTINGS COUNTY BOROUGH COUNCIL AND THE 
EAST SUSSEX COUNTY COUNCIL. Applications are invited for an 
appointment as Whole-time CONSULTANT in Chest Diseases 
to the Hastings Group of hospitals. Duties will include clinic 
work, charge of beds, and the Medical Superintendence of 
Fairlight Sanatorium, Old London-road, Ore, Hastings. Appli- 
cants must have had previous experience in chest diseases and a 
higher qualification in medicine, or a Diploma of Membership 
of a Royal College of Physicians is essential, and a Diploma in 
Public Health would be an advantage. The duties will include 
preventive and aftercare work for the Local Health Authorities. 

Apply, stating nationality, age, sex, qualifications and 
experience, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, to 
the Secretary, Advisory Appointments Committee, South East 
Metropolitan Regional Hospital Board, 11, Portland-place, W.1, 
not later than 18th July, 1953. 

SCOTLAND. WESTERN REGICNAL HOSPITAL 
BOARD. Applications are invited for the following appointments : 

2 Whole-time ASSISTANT TUBERCULOSIS PHYSICIANS 
for duties in the Tuberculosis Service of the City of Glasgow. 
Salary on the scale £1300-£50-£1750. 

CHEST PHYSICIAN for joint employment as Senior Assistant 
to the Area Supervising Tuberculosis Physician for the Dumfries 
and Galloway Area and Deputy Physician Superintendent of 
Sanatorium. Salary on the scale £1300—£50- 
£1750. 

Whole-time ASSISTANT RADIOLOGIST based at Law 
Hospital, Carluke. Salary on the scale £1300—£50—£1750. 

Whole-time CONSULTANT in Child Psychiatry based at the 
Royal Hospital for Sick Children, Glasgow, with duties also 
at the Notre Dame Child Guidance Clinic, and elsewhere as 
may be determined, and teaching duties associated with the- 
Department of Psychological Medicine of Glasgow University. 

These appointments are subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, not later than 30 days after 
the publication of this adv ertisement. 


SHEFFIELD REGIONAL HOSPITAL BOA D. Whole- 
time Locum ASSISTANT RADIOTHERAPIST required at 
the Derbyshire Royal Infirmary for July and August, 1953. 
Remuneration at the rate of 314 guineas per week. 

Apply to the Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, naming 2 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time Locum OBSTETRICIAN AND GYNA®COLOGIST 
required for the Boston Group of hospitals for the period Ist—28th 
August, 1953. Remuneration at rate of 314 guineas or 45 guineas 
per week, according to status. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, naming 2 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT CHEST PHYSICIAN required for Notting- 
ham Chest Service. Duties mainly at Nottingham and District 
Chest Centre but also actively associated with Basford Sana- 
torium. Salary £1300-£50-£1750. 

forms obtainable from Senior 
Medical Officer, Sheffield Regional Hospital oard, Old 
Fulwood-road, Sheffield. Forms to be by! J uly, 1953. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited for the post of Part-time CON- 
SULTANT in Anesthetics with maximum part-time sessions 
(9 notional half-days). Wide experience and D.A. essential. 

Applications (16 copies), stating age, qualifications and 
experience, ree the names of 3 referees, should be sent not 
later than 15th August, 1953, to the Chief Administrative 
Officer, The United Sheffield Hospitals, West-street, Sheffield, 1, 
from whom further particulars may be obtained. 
TRANSVAAL. JANE FURSE MEMORIAL HOSPITAL. 
Required, SENIOR MEDICAL OFFICER. Well-equipped 

sneral Mission Hospitel, specialising in Ophthalmology and 

uberculosis (200 Beds). Single or married (house available). 
Good opportunities,-experience, and salary. Practising Church- 
man, spirit of adventure. Medical Superintendent on furlough, 
interview possible. 

Address, No. 833, THe LANCET Office, 7, Adam-street, Adelphi, 

London, W.C.: 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a CONSULTANT SURGEON 
to serve the Merthyr and Aberdare Hospital Management 
Committee. Candidates should be Fellows of a Royal College 
of Surgeons and have sound knowledge and experience of the 
practice of general surgery. The successful candidate will be 
based at Merthyr General Hospital, but will be expected to visit 
other hospitals in the Group and reside within the Area. He 
will be asked to state whether he wishes to hold a whole-time or 
maximum part-time appointment. 

Applications (12 copies), giving a summary of qualifications, 
experience, previous and present appointments with dates, and 
any other particulars which it is desirable to submit, together 
with the names of 3 referees, should be addressed to the Senior 
Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 21 days of appearance of this 

advertisement. 
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WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a CONSULTANT RADIO- 
LOGIST to serve the Merthyr and Aberdare Hospital Manage- 
ment Committee. The successful candidate will be based at 
Merthyr General Hospital, will also be expected to serve other 
hospitals in the Group, and will be required to reside within the 
Area. Candidates should hold the Diploma of Medical Radiology 
(Diagnostic). The successful candidate will be asked to state 
whether he wishes to hold a whole-time or maximum part-time 
appointment. 

Applications (12 copies), stating date of birth, giving a 
summary of qualifications, experience, previous appointments 
with dates, and publications, together with the names of 3 
referees, should be addressed to the Senior Administrative 
Medical Officer, Welsh Regional Hospital Board, Cathays Paxk, 
Cardiff, within 21 days of appearance of this advertisement. 
NORTHERN (tRELAND HOSPITALS AUTHORITY. 
Locum Tenens for Consultants in Obstetrics and Gynecology. 
The Authority invite a ations for 2 posts as Locum Tenens 
OBSTETRICIAN AND GYNAXCOLOGIST. 1 for the month 
¢ August, 1953, to undertake duty at hospitals managed by the 

West Tyrone Hospital Management Committee and 1 to under- 
take the following duty :— 

Remainder of July — Hospitals in the North Antrim and 

Coleraine and Portrush Groups. 

ee in the Mid- Antrim Group. 

September—The Mid-Ul]ster and South Tyrone Hospitals. 
Remuneration will be at the rate of £1300 p.a., subject to a 
charge for any accommodation and services provided in con- 
nection with the appointments. The terms and conditions of 
the appointments will in accordance with the Authority’s 
application of the Spens Report to Northern Ireland 

Application, giving full particulars of experience and qualifi- 
cations, should be me to the Secretary, Northern Ireland 
Hospitals ares Howard-street, elfast, so as to be 
received not later than vith July, 1953. 

TASMANIA. LAUNCESTON GENERAL HOSPITAL. 
Applications, closing with the undersigned on 31st July, 1953, 

are invited for the position of Part-time SURGEON, with the 
right of private practice. Salary £1250 p.a. Senior surgical 
ualifications essential. The appointment is for 12 months, at 
the expiration of which, consideration may be given to an 

—-- If desired, a house will be made available on a rental 
asis. 

Hours of duty and further particulars are obtainable on 
application to the General Superintendent. 

B. W. GRIFFITHS, Secretary. 

NEW ZEALAND. WELLINGTON HOSPITAL BOARD, 
WELLINGTON. Applications are invited from medical practitioners 
who are registered or entitled to registration in New Zealand, 
for the position of RESIDENT MEDICAL OFFICER, Silver- 
stream Hospital. Applicants should be interested, and if 
possible, experienced, in geriatrics. Salary scale in accordance 
with the Hospital Employment Regulations—namely, £NZ1290 
p.a.£NZ1590 p.a. by annual increments of £NZ50. Full 
particulars of the position may be obtained from the High 
Commissioner for New Zealand, 415, The Strand, London. 

Applications, giving full partic ulars as to age, whether married 
or single, experience, and when available to commence duty, 
should be forwarded by air mail, to reach the undersigned not 
later than Friday, 7th August, 1953. Copies only of recent 
testimonials should also be forwarded. 

J. B. I. Cook, Secretary. 


Hospital Services : Junior Appointments 


BATTERSEA GENERAL HOSPITAL, Battersea Park, 
$.W.11. CASUALTY OFFICER/HOUSE SURGEON (resident). 
House Officer or Senior House Officer grade, according to 
experience. Vacant early August 

Apply, enclosing copies of 2 recent testimonials, to Hospital 
Secretary. 
BETHNAL GREEN HOSPITAL, London, E.2. (General— 
313 Beds.) Applications are invited from registered medical 
practitioners for the posts of 2 HOUSE PHYSICIANS. Salaries 
£350, £400, or £450 p.a., depending on experience, less £100 p.a. 
residential charges. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 3 testimonials, to the Hospital 
Secretary immediately. at 
DULWICH HOSPITAL, East Dulwich-grove, oa 
8.E.22. CAMBERWELL HOSPITALS MANAGEMENT COMMITT 
‘Applic ations invited for appointment as HOUSE OFFIC ER 
(surgical duties), vacant from 20th July. Recognised pre- 
registration post. Salary £350, £400, or £450 a year according 
to posts held, less £100 a year for residence. 

Applications, stating age, details of qualifications, and 
previous posts (if any), enclosing copy testimonials or names 
of referees, to the Group Secretary, Camberwell Hospitals 
my Committee, Dulwich Hospital, East Dulwich- 
grove, S.E.2 
EAST HAM HOSPITAL, Shrewsbury- 
road, London, E.7. Applications are invited for the appoint- 
ment of HOUSE PHYSICIAN AND RESIDENT ANASS- 
THETIST (House Officer, second or third post), Male or Female, 
for 6 months commencing 13th August, 1953. 

Applications, stating age, and experience, together with 
copies of testimonials, veheuh be sent to the Group Secretary, 
West Ham Group Hospital Management Committee, London, 
E.15, not later than 25th July, 1953. a Seas 
EASTERN HOSPITAL (FEVERS), London, E.9. House 
OFFICER. Duties may include some work in Chest Unit. 
— are facilities for postgraduate study for higher qualifi- 
cations. 

Applications, with testimonials, to Group Secretary, Group 
ino Offices, Hackney Hospital, E.9, quoting reference 
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ELIZABETH GARRETT ANDERSON HOSPITAL 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Appli- 
cations are invited from pre-registration and registered Women 
medical practitioners for the post of HOUSE SURGEON to 
Gyneecological Department (recognised for M.R.C.O.G.). Duties 
to commence Ist September, 1953. Appointment for 6 months. 
roomed in accordance with Ministry of Health scale for House 
cers. 

Applications, with copies of 3 recent testimonials, to be. sent 
to the Secretary, Elizabeth Garrett Anderson Hospital, by 

16th July, 1953. ¥ 
ELIZABETH GARRETT ANDERSON’ HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) 
cations are invited SR: pre-registration and registered V 
medical practitioners for the post of OBSTETRIC HOUSE 
SURGEON (recognised for the M.R.C.0.G.). Duties to com- 
mence Ist September, 1953. Appointment for 6 months. Salary 
in accordance with Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, to be sent 
to the Secretary, Elizabeth Garrett Anderson Hospital, by 
16th July, 1953. 
GQUYS-MAUDSLEY NEUROSURGICAL UNIT. Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(surgical) for 6 months commencing Ist August next. The 
Unit, which is housed in the Maudsley Hospital, serves Guy’s 
Hospital, the Bethlem Royal Hospital and the Maudsley Hospital. 

Applications, giving details of experience, and the names of 2 
referees, should be made within 2 weeks of the date of the 
appearance of this advertisement, to— 

K. J. JoHNsoN, House Governor and Secretary. 

_Maudsley Hospital, Denmark- hill, London, S8.E.5, 


GROVE PARK HOSPITAL, Lee, London, S.E.12. (Tubercu- 
losis—401 Beds.) LEWISHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the resident post of 
SENIOR HOUSE OFFICER to the Thoracic Surgery Unit at the 
above Hospital. The appointment will be tenable for 1 year 
from 18th August with preliminary Locum engagement from 
Ist August. 
Applications, stating age, qualifications and experience, with 
copies of recent testimonials or names of referees, to be addressed 
eon Secretary, Group Offices, Lewisham Hospital, London, 
OBSTETRICS AND London, W.12. Whole-time 
NON- RESIDENT. REGISTRAR (obstetrics and gynecology ) 
required Ist September. 

Applications, stating age, qualifications, experience, names of 
2 referees, to Secretary, Board of Governors, by 13th July. 


HACKNEY HOSPITAL, E.9. (811 Beds.) Applications 
are invited for second or third post CASUALTY HOUSE 
OFFICER, to act also as eee Physician to the Skin Depart- 
ment. 6 months a oa 

Applications, wi 3 testimonials, to the Secretary, Hospital 
Management Committee, Hackney Hospital, E.9. 


HACKNEY HOSPITAL, £.9. (811 ee). Applications 
are invited for the a — of HOUSE 8S EON (pre- 
registration post). ost recognised for F. ROS 6 months 
appointment commencing Ist August. 

AD ~~ with copies of testimonials, Secretary, 
i= -4 Management Committee, Hackney Hospital, E.9, by 


HENDON DISTRICT HOSPITAL (formerly Hendon 
Cottage Hospital), 357, Hendon-way, N.W.4. The Management 
Committee invite applications from qualified Medical Practi- 
tioners in General Practice in the Hendon District for appoint- 
ment to the staff of the above Hospital. Members of the medical 
staff have.the opportunity to treat their own patients in the 
Hospital, and are required to undertake rota duty for emergency 
attendances. 

Immediate application should be made in writing to the ~ shed 
Secretary, Edgware General Hospital, Edgware, Middlese to 


HIGHLANDS HOSPITAL, Winchmore Hill, seni agg N.21. 
General Hospital—818 Beds.) ORTHOPADIC HOUSE 
URGEON required. Preference wre to applicants seeking 
pre- istration posts under Medical Act, 

Applications, with copies of 3 Codmsontals, to Hospital 
HIGHLANDS HOSPITAL, Winchmore Hill, N.21. (General 
—818 Beds.) RESIDENT ANESTHETIST with casualty and 
= duties (House Officer) required. Salary £400, less £100 

ard-residence. 

Applications, with copies of 3 testimonials, to Hospital 

retary. 
HIGHLANDS HOSPITAL, Winchmore Hill, N.21. House 
PHYSICIAN required, vacant 23rd July. Preference given to 
applicants seeking pre-registration posts under Medical Act, 1950. 

a with copies of 3 testimonials, to Hospi tal 

cre ary 
LAMBETH HOSPITAL, Brook-drive, S.E.11. Appli- 
cations . re invited from pre-registration and registered medical 
for the (2) of RESIDENT HOUSE 

URGEON. The appointments are for 6 months, commencing 
on llth August, 1953, and are recognised for the F.RC.S 

Application forms may be obtained from the Physician- 

Superintendent at the Hospital. 
LAMBETH HOSPITAL, Brook-drive, S.E.11. South 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of MEDICAL REGISTRAR, vacant on 
27th September, 1953. The appointment will be for 1 year in 
the first instance. A higher qualification in medicine is desirable. 
Canvassing will disqualify but candidates are not precluded 
from visiting the Hospital. 

For forms of application, apply (enclosing stamped addressed 
envelope) to the Secretary, Lambeth rag -4 Hospital Manage- 
ment Committee, Renfrew-road, S.E.11, to whom completed 
forms should be returned not later then 17th J uly, 1953. 


LAMBETH HOSPITAL, Brook-drive, 8.E.11. Applica- 
tions are invited from pre-registration and registered medical 
ractitioners for the position of RESIDENT HOUSE PHYSI- 
IAN. The appointment is for 6 months commencing on 
1st August, 1953. 
Forms of application to be obtained from the Physician- 
Superintendent at the Hospital. 


LAMBETH HOSPITAL, Brook-drive, S.E “Locum 
OBSTETRIC AND GYN BO OLOGICAL REGIS" TR AR required 
20th July-17th August inclusive. 

Applications to Group Secretary, Lambeth Group Howat 
Management Committee, Renfrew-road, Kennington, 8.E.1 


LONDON JEWISH HOSPITAL, Stepney Green, Londen, 
E.1. Applications are invited for the post of RESIDENT 
HOUSE PHYSICIAN, vacant 9th August, 1953. Tenable 
for 6 months, renewabie. (Available as pre-registration appoint- 
ment.) Salary £350, £400, or £450 p.a. according to experience, 
subject to deduction at the rate of £100 p.a. for board, lodging, 


Applications, with copies of testimonials, to the Secretary, 
London Jewish Hospital. 
MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, 
London, N.W.3. HAREFIELD AND NORTHWOOD GROUP HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
tered medical practitioners for the post of GYNALCO- 
L poo es HOUSE SURGEON (radiotherapy). Vacant now. 
Application with copies of testimonials to the Medica] Director 
of the Hospital. 
MILLER GENERAL HOSPITAL, Greenwich, S.E.10. 
(180 Beds.) HOUSE PHYSICIAN, vacant approximately 10th 
August, 1953. 6 months appointment. National salary and 
conditions. 

Applications and testimonials to Group Secretary, Greenwich 
and Deptford Hospital ee Committee, St. Alfege’s 
Hospital, Greenwich, S.F 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of REGISTRAR (non-resident) at The 
National Hospital, Queen-s ugre, W.C.1. This post carries the 

e of Senior Registrar. revious neurological experience and 
higher medical qualification are desirable. The appointment 
will be for 1 year in the first anaes. 

a. with names of 3 referees, to be sent to the 
undersigned not later on 7th July, 1953. 

H. EwArtT Secretary. 

_ The National Hospital, Queen-square, W.C. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered médical practitioners 
for the appointment of 2 ASSISTANT HOUSE PHYSICIANS 
(non-resident) at The National Hospital, Queen-square, W.C.1. 
These posts carry the grade of Senior House Officer. The 
appointments will be pen 6 months. 

Applications, with names of 3 ag Tg to be sent to the 
undersigned not later than rth July, 1953. 

H. EWArt MITCHELL, Secretary. 

The National Hospital, Queen-square, W.C.1. 


NATIONAL HOSPITALS FOR NERVOUS DIS EASES 
Applications are invited from registered medical practitioners 
for the appointment of REGISTRAR (whole-time) in the 
Department of Applied Electro- -physiology at The National 
Hospital, Queen-square, W.C his post carries the grade 
of Registrar. The Se tiekeans will be for 1 year in the first 
instance with eligibility for reappointment. 

Applications, giving the names of 3 referees, to be sent to the 
undersigned not later than 7th July, 1953. 

H. Ewart Secretary. 

The National Hospital, Queen-square, W.C.1 
NATIONAL HOSPITALS FOR NERVOUS ~ DISEASES. 
DEPARTMENT OF APPLIED ELECTRO-PHYSIOLOGY. Applications 
are invited from PHYSIOLOGISTS, preferably with neuro- 
physiological experience ; a will include the supervision 
and interpretation of E.E E.M.G.s, and other electro- 
clinical investigations, ain at in these and related subjects 
on human or animal material. Medical qualification desirable, 
but not essential. Salary, if medically qualified, according to 
Registrar scale, otherwise according to Whitley scale for Senior 
Physiologist. 

Applications, with copies of testimonials, to - sent to the 
Secretary, National Hospital, Queen-square, W.C.1 
NATIONAL HEART HOSPITAL, Maids Moreton, Buck- 
INGHAM. (Country Branch of the National Heart Hospital.) 

Applications are invited for the post of RESIDENT MEDICAL 
OFFICER (Male) at the Hospital’s country branch. The 
appointment is for a period of 6 months, but may be renewed 
for a further period not exceeding 6 months. The status of the 
post is that of a Senior House Officer and the salary is in accord- 
ance with the terms and conditions of service of hospital medical 
staff. The holder will be expected to attend on 1 day weekly at 
~ Hospital in Westmoreland-street. 

Applications, with copies of 3 recent testimonials, should be 
eonkt to me at Westmoreland-street, London, W.1, not later than 
Friday, 10th July, 1953. 

Rospert G. E. WHITNEY, Secretary to the Board. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE PHYSICIAN (resident), required for Ist September, 
1953, for 6 months. Recognised for pre-registration students 
but registered medical practitioners may apply. 

Applications, stating age, qualifications, experience,. nation- 

ality, with copies of recent testimonials to Secretary of Hospital, 
by 13th July. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
Temporary REGISTRAR in Anesthetics, non-resident, required, 
from ist August for several weeks (while permanent post is 
being advertised). Hospital offers a wide experience in anes- 
thetics (over 10,000 operations a year). 

Applications, stating age, qualifications, experience, nationality, 
with names of 2 referees, to Secretary of Hospital by 13th July. 
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NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
CASUALTY OFFICER (Senior House Officer), non-resident, 
required for Ist September, 1953. (Locum fortnight earlier.) 
Hours 9 A.M.—5 P.M. daily, 1 P.M. Saturday, no Sunday duty. 
Duties : mainly surgical casualties (including fractures) and 
outpatients. Over 2500 minor operations a year. 6 months 
appointment with possible extension to 1 year. 

Applications, stating age, qualifications, experience, nation- 
ality, with copies of recent testimonials and/or names of 2 
referees, to Secretary of Hospital, by 13th July. RP hee 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE SURGEON (resident) required for Ist September, 
1953, for 6 months. General, traumatic and orthopedic surgery. 
Recognised for pre-registration students but registered medical 
practitioners may apply. 

Applications, stating age qualifications, experience, nation- 
ality, with copies of recent testimonials, to Secretary of Hospital 
by 13th July. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
RESIDENT HOUSE ANASSTHETIST (House Officer) 
required for Ist September, 1953, for 6 months: (Locum 
fortnight earlier). Recognised for D.A. examination. Whole- 
time duties under supervision of Senior Anesthetists. Candidates 
must have held at least 1 house appointment. 

Applications, stating age, qualifications, experience, nation- 
ality, with ae of recent testimonials, to Secretary of Hospital, 
by ‘13th Ju 
NEW ¢ Gross GENERAL HOSPITAL, Avonley-road, 
S.E.14. BERMONDSEY = SOUTHWARK GROUP HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the Lass 
of SENIOR HOUSE OFFIC TR for duties in connection with 
outpatient clinics and wards (medical and surgical) under the 
care of the Consultant staff of Guy’s Hospital. 

Applications, with names of 2 referees, to Group Secretary, 
quoting Ref. L 
PRINCE OF WALES’S GENERAL HOSPITAL. (219 
Beds.) TOTTENHAM GROUP HOSPITAL MANAGEMENT COMMITTEE 
(Group 4), The Green, N.15. Applications are invited from 

istered medical practitioners for the appointment of RESI- 
DENT HOUSE SURGEON to Orthopedic, Fracture, and 
Traumatic Department, and SENIOR CASUALTY O FFICER 
(second or third post), for a period of 6 months, vacant 24th July. 

Application form from Secretary, to be returned immediately. 
QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. eeenreeee are invited for the appointment 
# HOUSE SURGE (Male or Female), pre-registration 

for 6 4th August, 1953. The 
recognised for the F.E 

Applications, together with oe of recent testimonials, 
should be sent to the Group Secretary, West Ham Group 
Hospital Management Committee, Stratford, E.15, by lit 
July, 1953. 

ROYAL FREE HOSPITAL. Applications are invited 
from Men and Women practitioners for the appointment of 
RESIDENT ASSISTAN PATHOLOGIST at the above 
Hospital. Salary in accordance with Ministry of Health scale 
for House Officers. Applicants should have held at least 1 
Junior House appointment. The appointment is for 6 months 
+ Pag first instance. Duties commencing on Ist September, 

Application forms may be obtained from the Secretary to 
the Board of Governors, The Royal Free Hospital, Gray’s 
Inn-road, London, W.C.1, to whom they should be returned 
not later than 18th July, 1953. ree 
8ST. GEORGE'S HOSPITAL, London, 8.W.1. Applications 
are invited for the post of RESIDENT HOUSE SURGEON 
to the Neurosurgi Department at the Atkinson Morley’s 
Hospital, Wimbledon. The successful candidate will be required 
to take up duty as soon as possible. Preference will be given to 
ay who have already held a House Officer post. 

Applications, together with the names of 2 referees, should be 
received by the undersigned not later than 15th July, 1953. 
P. H. CONSTABLE, House Governor. _ 
ST ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from registered medical practitioners for the appoint- 
ment of SECOND RESIDENT HOUSE SURGEON (third ps post) 
to above Hospital, for a period of 6 months. 

Application form from Secretary, Tottenham Group a a | 

Management Committee, The Green, N.15, to be 
immediately. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of Whole-time R ESIDENT CLINICAL PATHOLO- 
GIST at St. Mary’s Hospital, W.2. The grading for this post is 
Senior House Officer and the successful candidate would be 
required to take up his duties on Ist September, 1953. Applicants 
should have held 2 House appointments at this Hospital or 
another General Hospital approved by the Board of Governors, 
and preference will be given to those intending to specialise in 
pathology. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and details of previous and 
present appointments, together with the names and addresses of 
3 referees, should reach ALAN PowpircH, House Governor, by 
2ist July, 1953. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners, for the post of RESIDENT 
CASUALTY SURGEON. Candidates must have held an 
appointment as House Surgeon at this Hospital or at another 
General Hospital approved by the Board of Governors. The 
appointment is for a first period of 6 months, as from 7th 
September, 1953, with remuneration at the rate of £670 p.a., 
i.e., graded Senior House Officer. 

Applications, stating nationality, date of birth, permanent 
address, qualifications, with dates, and details of previous 
appointments, together with the names and addresses of 3 
referees, should reach ALAN PowpiTcH, House Governor, by 
2ist July, 1953. 
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ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of Whole-time REGISTRAR to the Pediatric 
Department at St. Mary’s Hospital. Candidates should have had 
pediatric experience and must be Members of the Royal College 
of Physicians. The grading of this post is Senior Registrar, 
and the “ye Ey will be for a first period of 12 months, 
as from a date to be arranged, the holder being eligible for 
reappointment. The successful candidate will be required to 
undertake Cuties in the Pediatric Unit at St. Mary’s Hospital 
as well as a* the Constituent Children’s Hospitals. 

Applications, stating nationality, date of birth, permanent 
address. qualifications with dates, and details of past and present 
appointments, together with names and addresses of 3 referees, 
should reach ALAN PowpircH, House Governor, by 2ist July, 


ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of Part-time OUTPATIENT SURGICAL ASSIS- 
TANT (1 notional half-day per week—Wednesday, A.M.). 
The appointment will be for a first period of 12 months, remunera- 
tion to be at the equivalent whole-time rate of £670 p.a., i.e., 
graded Senior House Officer. The successful candidate will be 
required to take up his duties as soon as possible. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and details of past and present 
appointments, together with the names and addresses of 3 
referees, should reach ALAN PowpitcH, House Governor, by 
21st July, 1953. 

ST. MARY’S HOSPIT W.2. Applications are invited 
for the post of RESIDENT ANESTHETIST from registered 
oractitioners, who have held first House Officer appointments. 
he appointment is for a first period of 6 months, and the 
successful candidate will take up his duties as early as possible, 
at a salary of either £400 or £450 p.a., according to experience, 
less £100 p.a. for board and residence provided. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and experience together with 
names and addresses of 3 referees, should reach ALAN POWDITCH, 
House Governor, by 21st July, 1953 
ST. FRANCIS’ HOSPITAL, Constance-road, East 
Dulwich, 8.E.22. owe chronic sick.) CAMBERWELL HOSPITALS 
MANAGEMENT CO EE. oe invited for appointment 
as SENIOR HOUSE. OFFICER (medical duties). Position 
vacant ey 23rd July, 1953. Salary £670 a year, with deduction 
at rate of £150 a year in respect of residence. 

Applications, stating age, qualifications, and experience, 
enclosing copy testimonials, to the Secretary, Camberwell 
Hospitals Management Committee, Dulwich Hospital, 8.4.22, 
as soon as possible. 

ST. CLEMENT’S HOSPITAL, London, E.3. Bow Grou 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER required for Psychiatric Unit consisting of 24 
observation beds and 36 beds for the short-term treatment of 
psychoses and neuroses. Outpatient facilities for follow-up 
cases. The Unit is visited by Consultants from the London and 
Claybury Hospitals. 

Apply to Group Secretary, Committee Offices, 24, Bow-road, 
London, E.3 
sT. CHARLES’ HOSPITAL, Ladbroke-grove, W.10, 
PADDINGTON GROUP HOSPITAL MANAGEMENT COMMITTEE. Spe 
cations are invited for the post of HOUSE SURGEON (plastic, 
E.N.T., ophthalmology, &c.). 

Applications, stating age, qualifications, experience, together 
with the names and addresses of 2 referees, to be forwarded to 
the Hospital Secretary immediately. 

ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
PADDINGTON GROUP HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the post of HOUSE SURGEON naneas>. 

Applications, stating age, qualifications, experience, together 
with the names and addresses of 2 referees, to be forwarded to 
the Hospital Secretary immediately. 


SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, S.W.4. Applications are invited 
from tered Femaie medical erg for the ap ointment 
of RES DENT MEDICAL OFFICER at the Hospital’s 50-Bed 
country branch near Crawley, Sussex. The post is vacant on 
Ist August, 1953, and is full-time. A part-time non-resident 
appointment could be made. The appointment is of Senior 
ouse Officer grade and is for 1 year. 

For form of application apply to the Secretary at the Hospital. 
ST. JAMES’ HOSPITAL, Ouseley-road, Balham, S.W.12. 
SENIOR HOUSE OFFICER (Casualty Department). Post 
vacant immediately. 

Applications, stating age, qualifications, experience, and 
names of 2 referees, to Group Secretary, Wandsworth Hospital 
Group, 14, Atkins-road, Balham, S.W.12, as soon as possible. 
ST. JAMES’ HOSPITAL, Ouseley-road, Balham, S.W.12. 
Locum SENIOR REGISTRAR required in Pathological Depart- 
— Post tenable 13th—26th July. 

andeworth with full particulars, to Group Secretary, 
Wandsworth Hospital Group, 14, Atkins-road, Balham, S.W.12, 


by 9th July. 

SECOND ADVERTISEMENT 
sT. THOMAS’ S HOSPITAL, London, S.E.1. Whole- 
time SENIOR REGISTRAR to the Department of Anesthetics 
for a period of 1 year in the first instance from Ist September, 
1953. D.A. essential. 

Applications, including names and addresses of 2 referees, 
to the Clerk of the Governors by 11th July, 1953. a 
WESTMINSTER CHILDREN’S West- 
MINSTER HOSPITAL TEACHING GROUP. Applications are invited 
for the post of SENIOR MEDICAL REGISTRAR (non-resident) 
from Ist September, 1953. 

Apply by letter, stating age, qualifications and experience, 
with copies of 3 recent testimonials, to the Assistant Secretary, 
Westminster Children’s Hospital, Vincent- -square, S.W.1, not 
later than llth July. 
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GROUP HOSPITAL MANAGEMENT 
co EE 
Memorial Hospital, Shooters Hill, Woolwich, S.E.18 
HOUSE SU se! aug (recognised for F.R.C.S.). 2 posts 
vacant Ist Augus Approved for Pre-registration Service. 
St. Micholes Hospital, Plumstead, S.E.18 
HOUSE PHYSICIAN, vacant Ist August. Approved for 
Pre-registration Service. 
HOUSE SURGEON (gynecology and obstetrics), vacant 
tet fuga. Application is being made for recognition for 


Hospital, Shooters Hill-road, Wool- 


HOUSE PHYSICIAN. 2 posts vacant Ist and 9th August. 

1 opgointanent approved for Pre-registration Service. 
E PHYSICIAN (infectious diseases), vacant 6th August. 
British Hospital for Mothers and Babies, Samuel- 
street, Woolwich, S.E.18 
OBSTETRICAL HOUSE OFFICER, vacant ist August. 
for Pre-registration Service. Recognised for 


Applications for the above oe to be. ont to the Group 
Secretary, Memorial Hospital, Woolwich, 8.E.18. 
WIMBLEDON HOSPITAL, Wimbledon, 
S8.W.20. ST. HELIER GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of RESIDENT HOUSE 
PHYSICIAN. Salary £350-£450 p.a., according to experience. 
Vacant now. 

Applications, stating age, qualifications and experience, with 
copies of 2 testimonials and the name and address of 1 referee, 


should be sent to the Group Secretary, St. Helier Hospital, 
Carshalton, Surrey. 


WEST LONDON HOSPITAL, Hammersmith-road, W.6. 
HOUSE SURGEON (general and orthopedic) required Ist 
September. 

Applications, stating age, qualifications, ex perience, copies of 
2 recent testimonials, to Secretary by 18th h July 
WEST END HOSPITAL FOR NERVOUS. DISEASES, 
73, Welbeck-street, W.1. CLINICAL ASSISTANT in Neurology 
required for 1 session per week, on a Monday afternoon, at 

Applications _to Hospital Secretary. 

AYLESBURY. ROYAL BUCKINGHAMSHIRE AND 
ASSOCIATED HOSPITALS MANAGEMENT COMMITTEE. Applications 
are invited for the following appointments :— 

Aylesbury. Royal Buckinghamshire Hospital 

SENIOR HOUSE OFFICER to Accident and Orthopedic 
Department, vacant 15th July. Duties include charge of 
Casualty pag meg together with those of Senior Resident. 
Salary £670 less £140 p.a. for residence, &c. 

HOUSE SURGEON to the Department of Ophthalmology 
which is centred on this Hospital, and which conducts work at 
peripheral clinics, vacant now. Post is recognised for D.O. and 
duties will include some children’s surgery. 

Applications for both appointments, with 2 testimonials to 

Secretary-Superintendent as soon as possible. 

Aylesbury. Tindal General Hospital 
_ HOUSE SURGEON (E.N.T.), Male or Female, vacant now. 
New department with high turnover and 4 4 Outpatient clinics 
weekly. Recognised for F.R.C.S. and D.L.O. Applications for 
locum appointment will be considered. 

HOUSE SURGEON (Male or Female), vacant now. The post 
offers wide experience of general surgery with operative practice, 
and is recognised for F.R.C.S. The acute Surgical Unit consists 
of 95 Beds. No casualty department. 

HOUSE PHYSICIAN (Chest Unit), second or third post, 
Male or Female, vacant Ist Se tember. Duties include care of 
about 20 chest cases (including T.B. Chalets) which may increase 
in due course, and 4 clinics Mtge So including refills, forming a 
comers chest unit for the Aylesbury area. Instruction in 

Sona ae and bronchography given. An acute Geriatric 
it, a small long-stay Annexe and a medical Outpatient Clinic 
provide some general medicine. No casualty department. 

The 3 posts recognised for Pre- a. Service, but 
registered ag are invited to ap 

Applications, with 2 testimonials, o the Administrative 
Officer as soon as possible. 

Aylesbury. St. John’s Hospital, Stone, near Aylesbury 

(Psychiatric—760 Beds) 

SENIOR HOUSE OFFICER (resident). This post is recog- 
nised for study in neurology for the D.P.M. Salary £670 p.a., 
less £140 p.a. for residential emoluments. Accommodation for 
married man available. 

Applications, stating age, qualifications and experience, with 
— of 3 referees, to the Physician-Superintendent by 31st 

uly. 
TAL. (214 Beds.) Required 
SENIOR HOUSE 1 for the medical wards and 
1 for the Thoracic Surgical U 

Applications, w.th full ae and copies of 3 testi- 
monials, to be sent to the Medical Superintendent. 

BOLTON AND DISTRICT HOSPITA.{. MANAGEMENT 
COMMITTEE. 

The ae Infirmary, Bolton (237 Beds) 

SENIOR HOUSE in Surgery (Assistant 
Surgical early July, recognised for F.R.C.S. an 
tenable 12 m 

SENIO HOUSE ‘OFFICER in Surgery (resident or non- 
resident) ie: duties in Casualty Department. Recognised for 
F.R.C.S. and tenable for 12 months. Suitable for 
practitioner requiring time for study for higher qualification. 

SENIOR HOUSE OFFICER in Ophthalmology, vacant 
immediately, tenable for 12 months. 

Applications; stating age, nationality, qualifications and 
experience, and the names of 2 referees, should be = immediately 
to the undersigned at the Royal Infirmary, Bolto: 

H. P. TRAvIis, “Secretary. 


ASHFORD (near), KENT. WILLESBOROUGH HOS- 
PITAL. SOUTH EAST KENT HOSPITAL MANAGEMENT COMMITTEE. 
SERpsevons are invited for the appointment of HOUSE 
PHYSICIAN at the above Hospital. Salary £350, £400, or 
£450 a year according to experience. A deduction of £100 a 
year will be made in respect of residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, ‘‘ Ash-Eton,” 
Radnor Park West, Folkestone. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 
DENT HOUSE OFFICER (anesthetics), Male. Large general 
hospital, recognised for D.A. 6 months appointment, post now 
vacant. National Health Service salary and conditions of 
service. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital as soon as possible. 


ASHFORD HOSPITAL, Ashford, “Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE CASUALTY 
OFFICER (Junior Hospital Medical Officer) eines at above 
Hospital], non-resident. National Health Service salary, terms 
and conditions of service. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 

BATH. ROYAL UNITED HOSPITAL. Applications are 
invited from registered medical practitioners for the post of 
HOUSE PHYSICIAN at the above Hospital. 

Applications, stating age, qualifications and experience, with 
3 recent testimonials, should be forwarded to— 

J. LAWRENCE MEARS, ” Secretary, 
Bath Hospital Management Committee. 

Manor Hospital, Bath. 
BARNET GENERAL HOSPITAL, Wellhouse-lane, 
BARNET, HERTS. (478 Beds.) RESIDENT HOUSE PHYSICIAN 
required for the Department of Medicine and Peediatrics. Post 
vacant 15tt July, and tenable for 6 months. Preference will 
be given to re-registration candidates who have already under- 
taken 1 appointment. 

Applications, stating age, qualifications, &c., together with 
copies of 2 recent testimonials, should be addressed to the 
Hospital Secretary, Barnet General Hospital, Wellhouse-lane, 
Barnet, Herts 
BARNET GENERAL HOSPITAL, Wellhouse-lane, Barnet. 
HERTS. Locum Resident Whole-time REGISTRAR required 
to the Department of Obstetrics and Gynecology with duties at 
Victoria Maternity Hospital and Barnet General Hospital. Post 
vacant 16th July. Hospital is recognised for the D.Obst.R.C.0.G. 
and M.R.C.O.G. 

Applications, giving full details, and the names and addresses 
of 3 referees, to be sent to the Hospital Secretary. 

BARNSLEY. ST. HELEN HOSPITAL. Locum Tenens 
SENIOR HOUSE OFFICER (obstetrics and gynecology) 
required from 8th to 22nd August. £13 per week. 

Apply to Group Secretary, Barnsley Hospital Management 
Committee, 33, Gawber-road, Barnsley. 


BARROW AND FURNESS HOSPITAL MANAGEMENT 
OBSTETRICAL AND GYNASCOLOGICAL DEPARTMENT. 

plications are invited for a resident post of HOUSE 
é FICER R (recognised for pre-registration purposes), or SENIOR 
HOUSE OFFICER, according to experience, in the above 
Department. Approved for D.Obst.R.C.@.G. 

Applications to the Group Secretary, 52, Paradise-street, 
Barrow-in-Furness. 
BEXHILL-ON-SEA. BEXHILL HOSPITAL. (62 Beds.) 
2 — SURGEONS. Posts now vacant. National scale of 
salar 

“Apply. to Hospital Administrator. 
BISHOP AUCKLAND GENERAL HOSPITAL. (350 
Beds.) Applications are invited from registered practitioners or 

pre-registration students for the post of HOUSE SURGEON/ 
t ASUALTY OFFIC ER (Senior House Officer or House Officer 
grade). Salary—Senior House Officer grade £670 p.a., less 
£130 p.a. for full residential emoluments ; House Officer 
ade £350-£450 p.a. according to previous experience, less 
100 p.a. for full residential emoluments. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to be sent to the undersigned 
as soon as —, 

. T. LUXFORD, Secretary/Finance Officer, 

South W so Durham Hospital Management Committee. 
BISHOP AUCKLAND GENERAL HOSPITAL. (350 Beds.) 
Applications are invited from registered practitioners or pre- 
registration students for the post of HOUSE 
(obstetrics and gynecology) available 1st September ; depart- 
mental beddage 66 ; appointment recognised for D.Obst. Ri C 0. G. 
Salary £350-£450 ’p.a. according to previous posts held, less 
£100 p.a. for full residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, to be sent with names of 2 referees, to the under- 

ed as soon as possible. 
K. G. T. Luxrorp, Secretary/Finance Officer, 

South West Durham Hospital Management Committee. 

The General Hospital, Bishop Auckland. 


BISHOP AUCKLAND GENERAL HOSPITAL. (350 Beds.) 
Applications are invited from registered practitioners or_pre- 
registration students for the post of HOUSE PHYSICIAN, 
vacant lst August. Salary £350-£450 p.a. according to previous 
experience, less £100 p.a. “for full residential emoluments. 
Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to be sent to the undersigned 
as soon as 
. T. Lux¥rorp, Secretary/Finance Officer, 
South We est Durham Hosp ital Management Committee 
The General Hospital, Bishop. Auckland. 
27 
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BISHOP’S STORTFORD AND DISTRICT HOSPITAL, 
Rye-street, BISHOP’S STORTFORD, HERTS. (67 Beds—medical, 
surgical, and maternity. Midway between London and Cam- 
bridge. Main Line Railway from Liverpool Street.) Applica- 
tions are invited from registered medical practitioners for a 
RESIDENT HOUSE OFFICER (first or second post held). 
Salary £350-£400 p.a., less £100 p.a. for residential emoluments. 
Appointment to commence Ist July, 1953, or as soon thereafter 
as possible. 

Applications, stating age, nationality, qualifications and 
experience, with copies of recent testimonials or the names of 
referees, should be sent to the Hospital Secretary, Haymeads 
Ifospital, Bishop’s Stortford, Herts. 


PITAL. (400 occupied beds. Midway between London and 
Cambridge. Main Line Railway from Liverpool Street.) Appli- 
cations are invited from registered medical practitioners for a 
RESIDENT HOUSE OFFICER (surgical), first or second post 
held. Salary £350-£400 p.a., less £130 p.a. for residential 
emoluments. Appointment to commence 19th July, 1953, or 
as soon after as possible. 

Applications, stating age, nationality, qualifications and 
experience, with copies of recent testimonials or the names of 
referees, should be sent, as soon as possible, to the Hospital 
Secretary. 

BISHOP’S STORTFORD, HERTS. HAYMEADS HOS- 
PITAL. (400 occupied beds. Midway between London and 
Cambridge. Main Line Railway from Liverpool Street.) Appli- 
cations are invited from registered medical practitioners for the 
appointment of a Whole-time Temporary REGISTRAR 
(anesthetics) at the above Hospital. Appointment to commence 
as soon as possible for approximately 6-month period. Salary 
at rate of £775-£890 p.a., less £130 p.a. residential emoluments. 

Applications, giving fullest details, together with copies of 
recent testimonials or the names of referees, to the Hospital 
Secretary. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(a) Royal Hospital, Wolverhampton 
Whole-time REGISTRAR in Anesthetics. Resident. 
(b) Birmingham (Dudley Road) Group of hospitals 
Whole-time REGISTRAR in Obstetrics and Gynecology. 
Duties at Marston Green Maternity Hospital (126 obstetric and 
10 gynecological beds). Recognised for Obstetric part of 
M.R.C.O.G. and affiliated to Birmingham Medical School for 
training of students. Resident. Experience specialty essential. 
(c) South Warwickshire Group of hospitals 
Whole-time REGISTRAR in Orthopedics. Duties mainly 
at Warwick Hospital (352 Beds, including 52 orthopedic). 
Resident. Post recognised for F.R.C.S, Experience specialty 
essential ; higher qualification an advantage. 
(d) Biddulph Grange Orthopaedic Hospital, Stoke-on- 
_ Trent (104 children’s beds) 
Whole-time REGISTRAR in Orthopedics. Extensive 
experience in long-stay cases available. Resident. 
(e) St. George’s Hospital, Stafford (1334 Beds) 
Whole-time REGISTRAR in Psychiatry. Single or married 
accommodation available. Experience specialty essential. 
: —_— of higher qualification an advantage. Recognised for 
(f) Stoke-on-Trent Group of hospitals 
_w hole-time REGISTRAR in Thoracic Surgery. Duties at 
Chest Unit. Cheshire Joint Sanatorium (305 Beds), and North 
Staffs Royal Infirmary (475 Beds). Experience general surgery 
essential ; higher surgical qualification an advantage. 
Application forms from Secretary, 10, Augustus-road, 
Birmingham, 15, to be returned before 20th July, 1953. Candi- 
dates may visit hospitals. 


BIRMINGHAM. DUDLEY ROAD INFIRMARY, Western- 
road, BIRMINGHAM, 18. JUNIOR HOSPITAL MEDICAL 
OFFICER (non-resident). The Hospital has 1000 Beds for the 
care of the chronic sick and an active Geriatric Unit. Salary in 
accordance with terms and conditions of service. 

_ Applications, with copies of 3 recent testimonials, to Secretary, 
Hospital Management Committee, Dudley Road Hospital, 
Birmingham, 18. 

BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. 
HOUSE OFFICER in Anesthetics (resident) required. Post 
vacant on 18th July, 1953, and recognised for Diploma in 
Anesthetics. The person appointed will be centred at Dudley 
Road Hospital with duties at other hospitals within the Group. 

Detailed applications, accompanied by copies of 3 recent 

testimonials to the Secretary. 
BIRMINGHAM, 29. SELLY OAK HOSPITAL. (1059 
Beds.) Applications are invited for the post of CASUALTY 
OFFICER (Senior House Officer). Available now. Resident or 
non-resident. 

Apply, giving qualifications, experience and age, with copies 
of 3 testimonials, to the Medical Superintendent. 
BIRMINGHAM. SELLY OAK EYE HOSPITAL. Applica- 
tions are invited for the post of RESIDENT SENIOR HOUSE 
OFFICER (ophthalmic). Recognised for D.0O. Vacant 
immediately. 

Apply, giving qualifications, experience and age, with copies 
of 3 testimonials to the Medical Superintendent, Selly Oak 
Hospital, Birmingham 29. 

BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. (215 Beds.) HOUSE SURGEONS (Male 
or Female). 2 posts vacant Ist July, 1953. Recognised for 
F.R.C.S. The appointments will be for a period of 6 months 
of which 2 may be spent in the Burns Unit (Medical Research 
Council). The Hospital is the largest Traumatic Unit in the 
country and treats 50,000 new patients each year. The posts 
offer ample opportunity for practical experience in the manage- 
ment of all types of injury and teaching by the Consultant 


Applications, with copies of recent testimonials or names of 
2 referees, to the Administrator. 
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BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL, 

RESIDENT MEDICAL OFFICER (Senior House Officer 

grade). Post vacant immediately. 

HOUSE PHYSICIAN required. Post vacant early July. 
General Hospital with 5 other resident medical officers. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials or names of 
referees, to the Medical Superintendent. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE QUEEN ELIZABETH HOSPITAL. HOUSE SURGEON 
to the Ophthalmic Department required to commence duty on 
7th July, 1953, for 6 months. Recognised for pre-registration 
students but registered medical practitioners may apply. 

Application forms may be obtained from the Secretary, United 


; Birmingham Hospitals, Queen Elizabeth Hospital, Edgbaston, 


Birmingham, 15, and should be returned to him at once. 

G. A. PHaLp, Secretary, United Birmingham Hospitals. _ 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE QUEEN ELIZABETH HOSPITAL. Applications are 
invited for the post of NON-RESIDENT SURGICAL REGIS- 
TRAR (Registrar grade) in the Surgical Professorial Unit of 
the above Hospital. Candidates must be registered medical 
practitioners, and have held a resident appointment in an 
approved hospital. Salary in accordance with the terms and 
conditions of service of hospital medical and dental staffs. 

Forms of application may be obtained from, and should 
be returned not later than 18th July to, the Secretary, United 
Birmingham Hospitals, Queen Elizabeth Hospital, Edgbaston, 
BIRMINGH . THE UNITED BIRMINGHAM HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. Applications are invited 
for the post of MEDICAL REGISTRAR (non-resident), 
Registrar grade, for duty in the Medical Professorial Unit, 
vacant on Ist October, 1953, and tenable for 1 year in the 
first instance. Candidates must be registered medical practi- 
tioners, have held a resident appointment in a Teaching Hospital, 
and should possess the M.R.C.P. Opportunities are available 
for research in cardio-respiratory problems. Salary in accordance 
with the terms and conditions of service of hospital medical and 
dental staffs. 

Forms of application may be obtained from, and should be 
returned not later than 11th July to, the Secretary, United 
Birmingham Hospitals, Queen Elizabeth Hospital, Birm- 
ingham, 15. 

BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMINGHAM, 
16. SENIOR HOUSE OFFICER (casualty) required to com- 
mence duty on Ist October, 1953. Previous experience essential. 

Forms of application may be obtained from the House 
Governor, and should be returned not later than 25th July, 1953. 

G. A. PHALP, Secretary to the Board of Governors. _ 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL. Applications are invited for 
the appointment of RESIDENT OFFICER in charge of the 
Infants Block (66 Cots) in the grade of Senior House Officer, 
vacant 15th August, 1953, for 1 year. Previous hospital 
experience of diseases of infancy is desirable, and preference will 
be given to candidates holding the M.R.C.P. 

Forms of application may be obtained from the House 
Governor, The Children’s Hospital, Ladywood-road, Birmingham, 
16, and should be returned not later than 25th July, 1953. 

G. A. PHALP, Secretary to the Board of Governors, _ 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE GENERAL HOSPITAL, 2 HOUSE SURGEONS 
(non-resident) to the Casualty Department required to com- 
mence duty on 7th July, 1953, for 6 months. 

Form of application may be obtained from the undersigned 
and should be returned at once. 

G. A. PHALP, Secretary, Board of Governors. 

The Queen Elizabeth Hospital, Birmingham, 15. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. GENERAL HOSPITAL. Applications are invited for the 
ost of SURGICAL REGISTRAR (resident), Registrar grade. 

he successful candidate will be required to work mainly in the 
Traumatic and Casualty Departments of the above Hospital. 
There will also be facilities for clinical experience with other 
surgical units. The post is tenable for 1 year in the first instance. 
Candidates must be registered medical practitioners and have 
held a resident appointment in an approved hospital. Preference 
will be given to those holding a higher qualification. 

Forms of application may be obtained from, and should be 
returned as soon as possible to, the Secretary, United Birming- 
ham Hospitals, Queen Elizabeth Hospital, Birmingham, 15. _ 


BEBINGTON, CHESHIRE. CLATTERBRIDGE HOS- 
PITAL. (692 Beds.) CENTRAL WIRRAL GROUP.: HOUSE OFFICER 
(general surgery) for period ending 3lst August, 1953. Salary 
in accordance with current terms and ,conditions of service. 

Application forms from Group Secretary to be returned 

immediately. 
BEDFORD GENERAL HOSPITAL. (435 Beds.) Bedford 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT HOUSE 
SURGEON required immediately. This is a new appointment 
for duties principally in the Ophthalmic ard E.N.T. Depart- 
ments. 

Applications, stating age, nationality, qualifications, previous 
appointments, together with copies of 2 testimonials, should be 
forwarded to the Group Secretary. 3, Kimbolton-road, Bedford. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(492 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. 2 SENIOR HOUSE OFFICERS (orthopedic 
and casualty combined). Applications are invited for the above 
appointments vacant 20th and 23rd July. The posts are recog- 
nised for the F.R.C.S. examination and are ‘tenable for 12 
months. Salary £670 p.a. 1 post is resident. 

Applications to the Deputy Hospital Secretary at the Hospital. 
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BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Poole-road, WESTBOURNE (HANTS). (72 Beds.) gy yet 
AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the appointment of HOUS a SURGEON 
for E.N.T. and ophthalmic duties. In addition to duties at the 
above Hospital the successful candidate will be required to assist 
in the E.N.T. outpatient clinics at the Royal V ve me Hospital, 
Bournemouth, and at Poole General Hospital, Dorset. 

Applications to the Deputy Hospital Secretary, Royal Victoria 
Hospital, Shelley-road, Bournemouth. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of HOUSE 
SURGEON for General and Thoracic Surgery vacant immedi- 
ately. The appointment is recognised for the F.R.C.S. examina- 
tion and will eventually be reserved for pre- -registration 
Interns and applications submitted from persons in this cate- 
gory will be considered. 

Applications to the Deputy Hospital Secretary at the Hospital. 
BLACKPOOL. VICTORIA HOSPITAL. (347 Beds.) 

(1) SENIOR HOUSE OFFICER (E.N.T. Department). 
for the D.L.O. and F.R.C.S. Vacant 10th 


HOUSE OFFICER and E.N.T. Department). 
Post recognised for the D.L.O. and D.O. Vacant 18th July, 1953. 
This isa General Hospital with a large Depart- 
ment and the posts offer excellent opportunities for general 
experience wad Consultant sta 
Applications, with references, should be sent to the Hospital 
Secretary. Victoria Hospital, Blackpool. 
BRADFORD ROYAL INFIRMARY. 

SENIOR HOUSE SURGEON (general and urology), vacant 
Ist September. Salary £670 p.a., less £130 p.a. residential 
emoluments. 

HOUSE SURGEON (Thoracic Unit), vacant now. 
£350—£450 p.a., less £100 p.a. residential emoluments. 

Applications for both above posts, stating age, nationality, 
qualifications and experience, with copy testimonials, to 
Secretary, Bradford Royal Infirmary. 

BRAINTREE. BLACK NOTLEY HOSPITAL, and 
ESSEX COUNTY HOSPITAL, COLCHESTER. Applications invited 
for post of HOUSE SURGEON. First, second, or third post ; 

tenable for 6 months. Duties to include work in ‘general surgical 
and gynecological wards. Salary in accordance with the terms 
of service issued by the Ministry of Health, plus £50 p.a. 
under F.R.C.S. regulations. 

Applications, with copies of 3 testimonials, should be for- 

warded to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applic ations invited for post of HOUSE PHYSI- 
CIAN in the medical and peediatric wards of the above Hospital. 
First, second, or third post ; tenable for 6 months. Salary in 
accordance with the | alee ‘of service issued by the Ministry 
of Health, plus £50 p 

Applications, with “enies of 3 testimonials, should be for- 
warded to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of HOUSE OFFICER 
(orthopedic surgery), first, second, or third post. Post tenable 
for 6 months and is recognised under F.R.C.S. regulations. 
Salary in accordance with the terms of service issued by the 
Ministry of Health, plus £50 p.a. 

Applications, with copies of 3 testimonials, should be for- 

warded to the Group Secretary, Colchester Hospital Manage< 
ment Committee, 14, Pope’s-lane, Colchester, Essex. 
BARRY ACCIDENT AND SURGICAL HOSPITAL. 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER required immediately at above Hospital staffed by 
whole-time Consulting Surgeon and Surgical Registrar. Excellent 
experience gained in general surgery. 

Form of application from Group Secretary, 44, Cathedral- 

road, Cardiff. 
BURTON-ON-TRENT GENERAL INFIRMARY. (240 
acute beds.) ORTHOPAZDIC HOUSE SURGEON (Junior 
Hospital Medical Officer grading), required, with supervision of 
casualty trauma. 

Applications, with full particulars, and 2 testimonials, to 
Secretary. 


BURTON-ON-TRENT. THE GENERAL INFIRMARY. 
(240 acute beds.) Applications are invited for the following 
posts :— 
(a) HOUSE SURGEON. 
(b) HOUSE SURGEON (General Surgical and Gynzcological 
Department). 
The above posts offer excellent experience and are approved 
> paceatciemed Service. The Hospital is recognised for the 
Applications, giving details of age, qualifications, experience, 
and names for reference, should be sent to— 
J. BE. Smiru, Secretary. 


BRIGHTON. SUSSEX EYE HOSPITAL. (56 Beds.) 
ety SURGEON required at the above Hospital, vacant 
mid-Jul Recognised for D.O. Successful applicant will be 
cmiaant for senior post (Senior House Officer) on completion 
of 6 months. 

Applications, stating age, qualifications, and experience, and 
naming 2 referees, to the Administrative Officer. 


BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) Applications are invited for the appointment of 
ANZ STHETIST, mid-July, Senior House Officer 
grade. 

Applications, stating age, qualifications and experience, with 
the names and ad of 2 referees, to be sent to the Adminis- 
trative Officer. 


Salary 


BRIGHTON. NEW SUSSEX HOSPITAL FOR WOMEN, 
Windlesham-road. Vacancy for HOUSE PHYSICIAN (Female 
—pre-registration post) for a period of 6 months from 3\Ist 
July, 1953. Salary at the rate of £350—£450 p.a., according to 
experience, less £100 p.a. residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, with copies of recent testimonials, to the Adminis- 
trative Officer. 
BRIGHTON GENERAL HOSPITAL, Eilm-grove, 
BRIGHTON 7. Applications are invited for the appointment of a 
HOUSE SURGEON to the General Surgical Unit (60 Beds). 
Recognised for F.R.C.S. The post will be vacant 18th August, 
1953. Salary in accordance with national scale. The post is 
recognised as a pre-registration appointment. 

Applications, stating age, qualifications, experience, and 
naming 2 referees, to the Physician-Superintendert. 
BOSTON. GENERAL HOSPITAL. Sheffield Regional 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(general surgery and E.N.T.) required with relief duties in the 
Casualty Department. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 13th July, 1953, giving age, 
qualific ations, present and previous appointments 

h dates, naming 3 referees. 
AMENDED ADVERTISEMENT 
BRISTOL CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the 
joint appointment, of REGISTRAR in General Surgery. An 
unfurnished flat is available. Candidates should have had 
previous experience in general surgery. 
be held for 1 year in the first instance, and be renewable for a 
further year. uring the first year the successful candidate will 
work mainly at Weston- -super- -Mare General Hospital, but may 
be required to undertake sessions in other hospitals in the Area 
require. The post is recognised for the 


The appointment will 


Applications (12 copies), stating date of birth, qualifications 
and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be sent to the 
Secretary of the Regional Hospital Board, 27, Tyndatls Park- 
road, Bristol, 8, not later than 11th July, 1953. sed 


BRISTOL (near). WINFORD ORTHOPADIC HOS- 
PITAL, near BRISTOL, SOMERSET. (232 Beds.) SENIOR HOUS 
OFFICER immediate vacancy. Salary £670 p.a. Post tenable 
for 12 months or longer, resident or non-resident. Hospital 
connected with the Teaching Unit of the Bristol Royal Hospital. 
No accident department so post especially suitable for candidate 
reading for Fellowship. Experience offered in all branches of 
orthopeedic surgery. 

Apply, stating age, qualifications and experience, with 
testimonials, to E. N. Roper, Secretary-Administrator. 


CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 
OFFICER required for E.N.T. Department for 6 months from 
23rd July. Recognised for Pre-registration Service. 

Apply, stating age, nationality, qualifications and experience 
= dates, and copies of 3 testimonials, to Secretary by 11th 

uly. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Resi- 
DENT ANASTHETIC SENIOR HOUSE OFFICER for 
1 year from 18th August. 

‘Apply, stating age, nationality, qualificdtions and experience 
i~ 4 dates, and copies of 3 testimonials, to Secretary by 18th 
July 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. 

(1) SENIOR REGISTRAR ; 

(2) REGISTRAR ; 
in Department of Radiology, in both cases for 1 year in the first 
instance, reviewable annually. 

Apply, with full particulars, and names of 3 referees, to the 

Secretary by 18th July. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (265 Beds.) E.N.T. AND EYE SENIOR HOUSE 
SURGEON. The above post, of 1 years duration, is recog- 
nised for the D.L.O. and D.O.M.S. examinations and is now 
vacant. Salary £670 p.a. National Health Service conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 


CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (265 Beds.) PASDIATRIC HOUSE PHYSICIAN. This 
post which is recognised for the D.C.H. includes work in the Ward 
and Outpatient Department and also provides experience in the 
care of the newborn. Opportunities exist for the study of 
yreventive medicine among children and child- -guidance work. 
Post becomes vacant in July. National Health Service salary and 
Applications, together with 2 testimonials, to be addressed to 
the Hospital Secretary at the above Hospital. 


CANTERBURY. KENT AND CANTERBURY HOS- 

PITaL. (265 Beds.) GYNASCOLOGICAL HOUSE SURGEON. 

a at Highland Court Annexe, which is a new unit of 

eecologi beds situated 3 miles from the above Hospital, 

wit all ancillary services available. 6 months appointment. 

Post vacant at end of July. National Health Service salary and 
conditions. Married quarters available. 

Applications, with copies of 2 recent testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (265 Beds.) GENERAL SURGICAL AND ORTHO- 
PAXDIC HOUSE SURGEON. he above post, which is 
recognised for the F.R.C.S. Diploma, is now vacant. National 
Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
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CARDIFF ISOLATION HOSPITAL. Cardiff Hospital 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
(resident) required at above Hospital. 

Apply immediately to Group Secretary, 44, Cathedral-road, 

Cardiff, giving particulars of age, qualifications, experience, 
&c., and names and addresses of 2 referees. 
CARDIFF. ROYAL HAMADRYAD GENERAL AND 
SEAMEN’S HOSPITAL. CARDIFF HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER (resident) required at 
above Hospital which caters for acute general medical and 
surgical cases. There are Genito-urinary Unit for inpatients 
and outpatients, general Outpatient Department, and Casualty 
Department. Consultant staff of 8 drawn from United Cardiff 
Hospitals. Facilities exist for Gre 

Application form immediate 
Hospital Management Commit 


EAST CUMBERLAND HOSPITAL MANAGEMENT COMMITTEE. Ap li- 
cations are invited for the posts of HOUSE OFFICER (ortho- 
peedics) and HOUSE OFFICER (“ Specials,” i.e., E.N.T. and 
eye), which are now vacant. The period of the appointment 
will be by arrangement. 

Applications, giving the names of 2 referees, should be sent 
immediately to the Secretary, Cumberland Infirmary, Carlisle. 
CHATHAM. ALL SAINTS’ HOSPITAL. Medway and 
GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the pre-registration post of OBSTETRIC HOUSE 
SURGEON, vacant 23rd July, 1953, which is recognised for the 
D.Obst. R.C.0.G. a £350-£450 p.a., according to experience. 

Applications, stating age, qualifications, nationality, “— 

experience, together with copies of recent testimonials, to be 
addressed to the Hospital Secretary. 
CHELTENHAM. SUNNYSIDE MATERNITY HOS- 
PITAL. CHELTENHAM GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered medical practi- 
tioners for the appointment of RESIDENT OBSTETRIC 
OFFICER. The Hospital which is recognised for the purpose of 
training for the D.Obst.R.C.O.G. has 63 Beds and deals with the 
majority of abnormal midwifery cases in North Gloucestershire. 
The appointment is for a period of 6 months and the salary will 
be £400 or £450 p.a., less £100 in respect of residential emolu- 
ments. The appointment will be vacant at the beginning of 
August, 1953. 

Applications, stating age, qualifications and experience, and 

accompanied by copies of 3 recent testimonials, should be sent 
to the Secretary, Cheltenham Group Hospital Management 
Committee, General Hospital, Cheltenham. 
CHELMSFORD. ST. JOHN’S HOSPITAL. Full-time 
Locum Tenens SENIOR REGISTRAR required in the Depart- 
ment of Pathology for a period of 6 months. Resident. To 
work mainly at St. John’s Hospital with some duties at the 
Chelmsford a Essex Hospital. Knowledge of morbid anatomy 
an advantag 

‘applications to the Secretary, Hospital Management Com- 
mittee—Chelmsford Group, London-road, Chelmsford, Essex. 
CHELMSFORD AND ESSEX (160 Beds) AND ST. JOHN’S 
(380 Beds) HOSPITALS. Applications are invited for the post of 
RESIDENT MEDICAL AND PAEDIATRIC JUNIOR REGIS- 
TRAR. (Senior House Officer grade) to work inthe Group 
Peediatrics, Premature Baby and Neonatal Department, and 
in the General Medical Wards of the above hospitals. 

Applications, stating age, qualifications and experience, 
together with copies of recent testimonials, should be receiv ed 
by the undersigned as soon as possible, but not later than 14th 

y, 1953. R. G. Morris, Group Secretary, 
Chelmsford Hospital Management Committee. 

Chelmsford and Essex Hospital, London- road, Chelmsford, 
CHELMSFORD AND ESSEX HOSPITAL, London-road, 
CHELMSFORD. (160 Beds.) Applications are invited for the post 
of HOUSE PHYSICIAN (pre-registration post), to work in the 
general medical wards of the above Hospital. Duties will 
a at the end of July. 

Applic ations, with copies of 3 recent oe should be 

sent the Secretary, Chelmsford Group Hospita 1 Management 
Committee, London-road, Shelmstord. 
CHELMSFORD HOSPITALS. lications are invited 
for the post of RESIDENT AN ESE ETIST (Senior House 
Officer) to large Surgical Units, for a period of 12 months, 
commencing immediately. 

Applications, stating age, sex, qualifications and experience, 
with recent testimonials, should be sent to the Secretary. 
Hospital Management Committee—Chelmsford Group, Chelms- 
ford and Essex Hospital, London-road, Chelmsford. 
CHELMSFORD HOSPITAL MANAGEMENT COM- 
MITTEE. Full-time Locum Tenens SURGICAL REGISTRAR 
eared | for 6 weeks from 27th July to 6th September inclusive. 

ént, 

Applications to the Secretary, Hospital Management Com- 
mittee—Chelmsford Group, London- road, Chelmsford. 


CLACTON AND DISTRICT HOSPITAL, Clacton-on-Sea. 
(58 Beds.) SENIOR HOUSE OFFICER (Resident Casualty 
Officer) required temporarily during summer months to mid- 
September. Salary in accordance with the terms of service 
issued by the Ministry of Health. 

Applications, with —, of 3 testimonials, to the Group 
Secretary, Colchester amet Management Committee, 14, 
Pope’s-lane, Colchester, Essex 
COLCHESTER. ESSEX ‘COUNTY HOSPITAL. (189 
Beds.) Applications invited for post of HOUSE OFFICER 
to Casualty and Him yr gad Departments at above Hospital. 
First, second, or third post ; tenable for 6 months. Salary in 
eeeace with the terms of service issued by the Ministry of 

ea. 

Applications, with copies of 3 testimonials, should be forwarded 

the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 
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COLCHESTER. ESSEX COUNTY HOSPITAL. (189 

Beds.) Applications invited for post of SENIOR HOUSE 

OFFICER to Casualty and E.N.T. agen ay Yn at the above 

Hospital. Post tenable for 1 year from mid-August. Salary in 

— with the terms of service issued by the Ministry of 
ealth. 

Applications, with copies of 3 testimonials, should be for- 
warded to the Group Secretary, Colchester Hospital Man 
ment Committee, 14, Pope’s-lane, Colchester, Essex, not later 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. ESSEX COUNTY HOSPITAL, COLCHESTER (21 gynseco- 
logical beds) ; COLCHESTER MATERNITY HOSPITAL (22 obstetric 
beds). HOUSE OFFICER (Male or Female), obstetric and 
gynecological. First, second, or third post ; tenable for 6 months. 
Salary in accordance with the terms of service issued by the 
Ministry of Health. 

Applications, with copies of 3 testimonials, should be for- 
the Group Secretary, 14, Pope’s- -lane, Colchester, 

issex. 
CHESTERFIELD ROYAL HOSPITAL. House Surgeon 
urgently required. a salary and conditions. 

Please apply to— Boone, Secretary, 

Chesterfield “Hospital Management Committee. 
CHESTERFIELD ROYAL HOSPITAL. Senior House 
OFFICER for Accident and Orthopedic Department urgently 
required. National salary and conditions. 

lease apply to— M. H. Boong, Secretary, 

Chesterfield Hospital ‘Committee. 
CHESTERFIELD ROYAL HOSPITAL. Casualty Officer 
urgently required. National salary and conditions. 

Please apply to— M. H. Boonr, Secretary 
Chesterfield Hospital Management. Committee. 
CHESTER. DEVA (MENTAL) HOSPITAL, Liverpool- 
road, CHESTER. Applications are invited for the post of 
PSYCHIATRIC JUNIOR HOSPITAL MEDIC AL OF NCER. 
Salary £700-£50-£1000 p.a. Accommodation available for 
single person. All forms of modern treatment available, 
including Insulin Unit. There are psychiatric outpatient 
clinics at 3 general hospitals, occupational therapy units and 
voluntary treatment wards. Facilities given to study for 
higher qualifications. 

Apply Medical Superintendent. 


CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botleys Park W ar Hospital). (430 Beds.) Required, CASUALTY 
OFFICER (Senior House Officer), resident or non- -resident. 
The appointment is mainly that of Outpatient Sorting Officer, 
giving time and opportunity for reading for a higher qualification 
and is wechinces Ba by the Royal College of Surgeons for the 
F.R.C.S. Applications for a 6-month appointment would be 
considered. Salary in accordance with terms and conditions 
of National Health Service. 

Applications quoting Ref. (LAN), together with names and 
addresses of referees, to Physician-Superintendent as soon as 
possible. OLIVER PLUNKETT, Physician-Superintendent. 
CHEPSTOW. ST. LAWRENCE HOSPITAL. (150 
Beds.) PLASTIC SURGERY, JAW INJURIES AND BURNS CENTRE. 
SENIOR HOUSE OFFICER (resident) in Plastic Surgery 
required. Previous experience not essential. The successful 
candidate will receive a thorough training in plastic surgery and 
burns. Hospital intakes from most of Wales and post provides 
extensive experience. Salary—£670, less £150 emoluments. 

Write, quoting 2 referees, to Group Secretary, 64, Cardiff- 
road, Newport, Mon. 
CHRISTCHURCH HOSPITAL, Christchurch, Hants. 
BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGEMENT 
COMMITTEE. 2 HOUSE PHYSICIANS required for general 
medicine for posts becoming vacant at the end of July. The 
Hospital comprises 61 acute medical beds, 188 chronic sick, 
34 pediatric, and 6 chest. 

Applications to Group Secretary, Hospital Management 
Committee Office, Royal Victoria Hospital, Bournemouth. 
COVENTRY AND WARWICKSHIRE HOSPITAL. 
= Beds.) SENIOR HOUSE OFFICER required (1 of 4) 
‘or duties in Central Accident Department. ost recognised 
for F.R.C.S. Vacant mid-August. Salary £670 p.a. 

Applications to the Secretary, Group 20 4 Management 
Committee, Coventry and Warwickshire ospital, Stoney 
CREWE AND DISTRICT MEMORIAL HOSPITAL. 
Whole-time RESIDENT SURGICAL REGISTRAR (now 
vacant). Appointment for 1 year, renewable for second year. 
Salary £775-£890, less a deduction of £155 for residential 

emoluments. 

Applications, with copies of testimonials or names of 3 referees, 
to the Group Secretary, Barony Hospital, Nantwich, Cheshire. 
CROYDON GENERAL HOSPITAL. (200 Beds.) South 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Locum Tenens 
SURGICAL REGISTRAR (whole-time) required for 13th July— 
2nd August inclusive. Applicants should have had considerable 
surgical experience and possession of higher surgical qualification 
an advantage. 

Apply, giving particulars of age, qualifications and experience, 
to— GEORGE A. PAINES, Secretary. 

Croydon Group Hospital Management’ Committee. 

General Hospital, Croydon. 
CROYDON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications invited for appointment of 2 ORTHO- 
PZ,DIC REGISTRARS (whole-time) for duties involving 
both orthopedic and fracture work. Previous orthopedic 
experience and possession of higher surgical qualifications 
essential. Posts vacant during August. 

Application forms obtainable from GEORGE A. _ PAINEs, 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned not later than 11th July, 1953. 
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CROMER AND DISTRICT HOSPITAL, Norfolk. Applica- 

tions are invited for the post of RESIDENT MEDICAL 
OFFICER (Senior House Officer status). Post vacant Ist 
September, 1953, at a salary of £670 p.a., in accordance with 
conditions of service issued by the Ministry of Health This is 
a busy general hospital of 50 Beds which has a pre-convalescent 
Annexe of 64 Beds and an Outpatient Department where 
Consultants in all the major specialties hold regular sessions. 
The appointment thus offers practical experience of an all- 
round kind particularly useful to those contemplating entry 
into general practice. Residential accommodation available 
or furnished cottage for married man. 

Applications, sti. ing age, qualifications, experience, sex, and 
the names of 2 referees, should be addressed to the Secretary, 
Cromer Area Hospital Management Committee, Cliff-avenue, 
Cromer. 

DARTFORD HOSPITAL MANAGEMENT COMMITTEE. 
SURGEON (general) at the Joyce Green Hospital, 
artford 

HOUSE OFFICER (general medicine) at the Joyce Green 

Hospital, Dartford. 
—— SURGEON (orthopeedics) at the Southern Hospital, 


Dartford. 
HOUSE. OFFICER (general medicine) at the Southern 
Hospital, Dartford. 


HOUSE OFFICER (E.N.T. and ophthalmology) at the 
Southern Hospital, Dartford. 
HOUSE OFFICER (chest diseases) at the Bow Arrow 
Hospital, Dartford. 

Applications, stating age, qualifications, experience, 
nationality, and the names of 2 persons to whom reference may 
be made, to be sent to the Medical Superintendent of the 
Hospital concerned. 

DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(314 Beds.) HOUSE OFFICERS :— 

(General Medicine and Peediatrics), vacant no 

(General Medicine and Dermatology), vacant vat August. 

(General Surgery), vacant now. 

First, second, or third posts, resident and tenable for 6 months. 
All are recognised pre-registration appointments. The Hospital 
is recognised for the F.R.C.S. and D.C.H. 

Applications, with full particulars, to the Administrative 
Officer at the Hospital. * 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 

314 Beds.) RESIDENT SURGICAL OFFICER (Senior House 

fficer grade). Post vacant on 26th July, 1953. The Surgical 
Me oe comprises 66 Beds and the Hospital is recognised for the 
; Applications, giving full details, to the Administrative Officer 
a e 
DERBY. CITY HOSPITAL. (Post recognised for D.A.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (anesthetics) required. Appointment for 1 year 

first instance. 

Apply to er, Sheffield asteoe! Hospital Board, Old 
Fulwood-road, Sheffield, by 13th y, 53, giving’ age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
ROYAL INFIRMARY. (Post recognised 
for D.A.} SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
RESIDENT REGISTRAR (anesthetics) required. Appoint- 
ment for 1 = in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

rausnend Sheffield, by 13th July, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
DORCHESTER. DORSET COUNTY HOSPITAL. (113 
Beds.) HOUSE SURGEON required (Male or Female), post 
vacant mid- -July and tenable for 6 months. Recognised for 
F.R.C.S. examination and approved for pre-registration service. 
Exe ellent experience in all types of surgery. 

Applications, with details of age, experience and nationality, 
together with copy testimonials, to Group Secretary, West 
Dorset Hospital Management Committee, Damers-road, 
Dorchester, immediately. 

DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP. BIRMINGHAM REGION. Applications invited from 
for following appointments :— 


uest Hospital, Dudley (154 Beds) 
SENIOR HOUSE OFFICER (resident), surgical. Post now 
vacant. Salary £670 p.a., less £150 p.a. in respect of residential 


emoluments. 

OUSE OFFICER (resident) surgical. 
July, 1953. 

Corbett Hospital, Stourbridge (106 Beds) 

SENIOR HOUSE OFFICER (resident), casualty. Post now 
vacant. Salary £670 p.a., less £150 p.a. in respect of residential 
emoluments. 

SENIOR “HOUSE OFFICER (resident), surgical. Post now 
vacant. Salary £670 p.a., less £150 p.a. in respect of residential 
emoluments. 

Wordsley Hospital, near Stourbridge (478 Beds) 

SENIOR HOUSE OFFICER (resident), surgical. Post now 
vacant. Salary £670 p.a., less £150 p.a. in respect of residential 
emoluments. 

SENIOR HOUSE OFFICER (Resident Anesthetist). Post 
now vacant. Salary £670 p.a., less £150 p.a. in respect of 
residential emoluments. In addition to general surgery, experi- 
ence is available in Orthopedics, Gynecological and Plastic 


ts. 

SENIOR HOUSE OFFICER (resident), medical. Post 
now vacant. Salary £670 p.a., less £150 p.a. in respect of 
residential emoluments. 

Applications, stating age, os with copies of 3 recent 
testimonials, to— RAYMOND Horst, 

retary to the Management Committee. 
The Guest Hospital” Dudley. 


Post vacant 21st 


DORKING GENERAL 
DORKING, SURREY. (252 Beds.) Applications are invited for 
the post of SENIOR HOUSE OFFICE (surgical). Salary £670, 
less £130 p.a. for emoluments. 

Apply to the Medical Superintendent. a 
DOVER. ROYAL VICTORIA HOSPITAL. South East 
KENT HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of HOUSE SURGEON at the above Hos- 
pital. The post is recognised by the Royal College of Surgeons. 
Salary £350, £400, or £450 a year according to experience. A 
deduction of £100 a year will be made for residential emoluments. 

A stating age, qualifications, and the names and 

addresses of 2 referees, to the Group Secretary, ‘‘ Ash-Eton,” 
Radnor Park West, Folkestone. 
DOVER, KENT. BUCKLAND HOSPITAL. South East 
KENT HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners (Male or Female) 
for the post which will become vacant about 9th July, 1953, of 
HOUSE PHYSICIAN at the above Hospital. Duties also include 
some E.N.T. work. The salary will be £350, £2400, or £450 a year 
according to experience. A deduction of £100 a year will be 
made for residential emoluments. 

Applications, stating age, qualifications, experience, and the 
names and addresses of 2 responsible persons to whom reference 
may be made as to professional ability, should be addresed to 
the Group Secretary, ‘‘ Ash-Eton,” Radnor Park West, 
Folkestone. 

ENFIELD, MIDDLESEX. 


Horsham-road, 


CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointment of RESIDENT HOUSE 
SURGEON (first post), vacant eo General surgical 
duties. R practitioners within 3 months of qualification 
eligible. 6 months appointment. 

Applications, stating age, qualifications, experience, and 
nationality, with the names of 2 referees, to the Secretary of 
the Management Committee. reaper 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointment of RESIDENT. HOU SE 
SURGEON (first post—approved pre-registration post), vacant 
now, for duties with a General Surgical Unit doing some ortho- 
peedic work. Post recognised by the Royal College of Surgeons. 
6 months appointment. 

Applications, stating age, qualifications, experience, and 
nationality, with the names and addresses of 2 referees, to the 
Secretary of the Management Committee. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. App 
tions are invited for the appointment of RESIDENT Oust 
SURGEON (second or third post), vacant 15th July, 1953, 
for duties with a General Surgical Unit, doing some orthopedic 
work. Post recognised by the Royal College of Surgeons. 
months appointment. 

Applications, stating age, qualifications, experience, and 
nationality, with the names of 2 referees, to the Secretary, Enfield 
Group Hospital Management Committee. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. RESI- 
DENT HOUSE SURGEON (second or third post—approved 
pre-registration post), required 18th August, 1953, for general 
surgical duties. Post, which is tenable for 6 months, is recognised 
for the F.R.C.S. Practitioners holding first posts may apply. 

Applications, stating age, nationality, qualifications and 
experience, with the names of 2 referees, to the Secretary, 
Enfield Group Hospital Management Committee, Chase Farm 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. RESI- 
DENT HOUSE PHYSICIAN (second or third post), required 
20th July, 1953, for general medical and a duties. 
6 months appointment. R practitioners holding first posts 
may apply. 

Applic ations, stating age, nationality, 
experience, with the names of 2 referees, 
the Management Committee immediately. 


FOLKESTONE. ROYAL VICTORIA HOSPITAL. South 
EAST KENT HOSPITAL MANAGEMENT COMMITTEE Applications 
are invited for the appointment of SU RGICAL HOUSE 
OFFICER at the above Hospital, which is now vacant. Salary 
£350, £400, or £450 a year according to experience, less a 
deduction of £100 a year for residential emoluments. This post 
is recognised by the Royal College of Surgeons for the F,.R.C.S. 
examination. 

Applications, stating age, qualifications, experience, and the 
names and ad dresses of 2 referees, to the Group Secretary, 
“ Ash-Eton,”’ Radnor Park West, Folkestone. 
FOLKESTONE. ROYAL VICTORIA HOSPITAL. South 
EAST KENT HOSPITAL MANAGEMENT COMMITTEE 
are invited for the post of HOUSE SURGE 
duties will be mainly obstetrical and gynecological with some 
general surgery. Salary £350, £400, or £450 a year according 
to experience. A deduction of £100 a year will be made for 
residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, ‘“‘ Ash-Eton,’”’ 
Radnor Park West, Folkestone. 

EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (pathology) becoming vacant ist August, 1953. 
Salary on national scale, less deduction for board, lodging, &c. 
Busy department in large general hospital, with easy access to 
London. Some experience in pathological department desirable. 

Applications, with copies of 2 recent testimonials, to reach the 
Group Secretary, Epping Group Hospital Management Com- 
mittee, St. Margaret’s Hospital, Epping, Essex, by 17th July, 
1953. 
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EPPING. ST. MARGARET'S HOSPITAL. (485 Beds.) 
Applications are invited for the post of RESIDENT SENIOR 
HOUSE OFFICER (surgery) as Casualty Officer and Ortho- 
pedic House Surgeon, becoming vacant 12th wo 1953. Salary 
on national scale, less deduction for board, lo 

Applications, with copies of 2 testimonials, — reach the 
Group pping Group Hospital Management Com- 
St. Hospital, Epping, Essex, by 10th July, 
195 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
EXETER AND MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
(Male and Female) for the post of HOUSE SURGEON, vacant 
3rd August, 1953. The appointment is for a period of 6 months. 

Applications, with copies of 2 recent rn to be 
forwarded to the Hospital Secretary by 11th July, 1953. 
EDGWARE GENERAL (formerly Redhill County) H 

PITAL, EDGWARE, MIDDLESEX. RESIDENT PADI ATRIC 
HOUSE PHYSICIAN. Post vacant 27th August, 1953. Salary 
£350-£450 p.a. according to experience. Post recognised for 
D.C.H. 6 months appointment. 

Applications, stating age, qualifications, experience, and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of — by llth July, 1953. Candidates selected 
will be notified by 18th July, 1953. 

SGOW. VICTORIA INFIRMARY. Senior House 
orn ICER (anesthetics). 

Applications, with names of 3 referees, should be sent to the 
Secretary, Board of Management for Glasgow Victoria Hospitals, 
24, St. Vincent-place, Glasgow, immediately. 
GLASGOW ROYAL INFIRMARY. Vacanoy for Senior 
HOUSE OFFICER in General Surgery. 

Write not later than 15th July, 1953, giving 3 names for 
reference, to the Secretary, Board of Management for Glasgow 
Royal Infirmary and Associated Hospita 135, Buchanan- 
street, Glasgow, C.1. 
GRIMSBY (Recognised for 
training for D.A.) ELD REGIONAL HOSPITAL BOARD. 
Whole- RESIDENT. REGISTRAR (anesthetics) required. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old <The AB road, Sheffield, by 13th July, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees 


GRIMSBY GENERAL Beds.) | 
HOSPITALS MANAGEMENT COMMITTEE. Betans are invite 
for the post of SENIOR HOUSE OFF R (gynecological), 
Male or Female, for duties at the above- vl Hospital and 
Scarthoe Road Infirmary, Grimsby. The post is vacant as from 
5th August, 

Applications, with names of 2 referees, to Hospital Secretary, 
Grimsby General Hospital. 

GRAVESEND AND NORTH KENT HOSPITAL. | (145 
Beds—4 residents.) MEDWAY AND GRAVESEND HOSPITAL mn een 
MENT COMMITTEE. Applications are invited from registere 

medical for the post of RESIDENT 
OFFICE in charge of Casualty Department, now vacant. 
Post, which offers good experience with tureeases and 
emergency surgery, is tenable for 12 months. Candidates should 
have held previous hospital appointments. Salary £670 p.a., 
with appropriate deduction for residence. 

Applications, stating age, nationality, qualifications and experi- 
ence, together with recent testimonials, to be addressed to the 
Hospital Secretary. 
GRAVESEND AND NORTH KENT HOSPITAL. (145 
Beds—4 residents.) MEDWAY AND GRAVESEND HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medical practitioners for the post of HOUSE SURGEON 
(with opportunity of experience in obstetrics and gynecology), 
vacant 18th July, 1953. Post tenable for 6 months at a salary 
of £350-£450 p.a., according to experience, 

Applications, stating age, nationality, qualifications, and 
experience, to be addressed tos the Hospital Secretary. 
HASTINGS. ROYAL AST SUSSEX HOSPITAL. 
(150 Beds.) HOUSE PHYSICIAN (resident) required. Male 
3 Female. Pre-registration post now vacant. National scale 
of sal 

Apply to Hospital Administrator, 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) SENIOR HOUSE OFFICER (casualty and ortho- 
peedic), post vacant now. National scale of salary. 

App iy to Hospital Administrator. 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
{150 Beds.) HOUSE SURGEON required (resident), Male or 
— Pre-registration post now vacant. National scale of 
salary 

Apply to Hospital Administrator. 

HALIFAX AREA HOSPITALS MANAGEMENT COM- 
MITTEE. 2 SENIOR HOUSE OFFICERS required in the 
Anesthetic Departments at Halifax Infirmary (301 
Beds) and Hos (425 Beds) ; busy acute 
en hospitals. ortunities for studying for D.A. Salary 
670 with on of £130 p.a. for residence, &c. 
Aue ications to Group Secretary, Royal Halifax Infirmary, 
alifax. 
HALIFAX GENERAL HOSPITAL. (425 Beds.) House 
SURGEON gr at the above acute General Hospital. 
Group Secretary, Royal Halifax Infirmary, 
‘ax. 


HEMEL HERTS. WEST HERTS HOS- 
PITAL. (170 Beds—5 Residents. ) ve are invited for 
the post of HOUSE SURGEON (first or subsequent post) 
for a term of 6 months. 
Applications, with full details and copies of 2 recent testi- 
als, should be sent to the Administrator. 
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HEREFORD. GENERAL HOSPITAL. (154 Beds, 71 
surgical.) HOUSE OFFICER (general surgery) required. Hos- 
pital recognised by Royal College of Surgeons. 

Applications, with copies of 2 recent testimonials, to the 
Secretar ry? Hospital Management Committee, County Hospital, 
Herefor 
HEXHAM. WOOLEY SANATORIUM. (180 anon 

HEXHAM AND MANAGEMENT COMMITTE 
soe ms are invited for a post of SENIOR HOUSE 

ICER or HOUSE OFFICER, according to experience, at 
the above Sanatorium. The post is one recognised for an unregis- 
tered practitioner and is suitable for a practitioner who for 

rsonai reasons wishes to work in a sanatorium. A flat suitable 
‘or @ married Officer without children is available at a cost of 


£55 p.a. 

Applications, with the names and Pay ong of 3 referees, 
should be sent as early as possible to the Group Secretary, 
General Hospital, Hexham, Northumberland. 


HITCHIN, HERTS. NORTH HERTS ~ HOSPITAL. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (obstetrics and gynecology). The post is now vacant, 
and tenable for 1 year and is recognised for the D. Obst. 
R.C.0.G. There are 42 obstetric beds and 20 gynecological 
beds. Salary £670 p.a. less £130 for emoluments. 

Applications, with 2 testimonials, should be sent to the 

Medical Director, Lister Hospital Hitchin, Herts as soon as 
possible. 
HOVE GENERAL HOSPITAL, Sackville-road, Hove. 
HOUSE SURGEON AND CASUALTY OFFICER (recognised 
for F.R.C.S.). Post now vacant. Salary and conditions of 
service in accordance with national scale (£350-£450, less £100 
p.a. for residential emoluments). 

Applications, stating age, qualifications, experience, and 
naming 2 referees, to the ‘Administrative ( Officer. _ 


HOUNSLOW HOSPITAL, Staines-road, _ “Hounslow, 
MIDDLESEX (General Acute—81 Beds), invite applications for 
appointment of RESIDENT HOUSE SURGEO) 6 months 
appointment, vacant 3rd August, 1953. Salary £350, £400 or 
£450 p.a. according to experience, less £100 p.a. for residence. 

Applications, stating qualifications, age, &c., with copies of 
up to 3 recent testimonials or names for reference, to the Hospital 
Secretary. 
HUDDERSFIELD ROYAL INFIRMARY. (312, 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE pplica- 
tions are invited for the appointment of SENIOR He USE 
OFFICER in Ophthalmology (non-resident), to commence 
duties feaspocinbely. The post is recognised tor the Diploma 
in Ophthalmology. Salary in accordance with the terms and 
conditions of service for Roapttal medical and dental staffs. 

Applications, stating age, nationality, qualifications and 
sapemnanss, together with copies of 3 recent testimonials, should 
be to the undersigned as soon e. 

. J. JOHNSON, Secretary to the Management Committee. 
The “Royal Infirmary, Huddersfield. 


HUDDERSFIELD ROYAL INFIRMARY. (312 Beds. 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUS 
PHYSICIAN required to commence duty immediately. 
Salary in accordance with the terms and conditions of service 
for hospital medical and dental staffs, with full residential 

emoluments. 
Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 
H. J. JOHNSON, Secretary to the Management Committee. 
__ The Royal Infirmary, Huddersfield. 


HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty immediately. Salary 
in accordance with the terms and conditions of service for 
— medical and dental staffs, with full residential emolu- 
men 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible, 

H.J.J Secretary to the Committee. 


HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. os Beds.) HULL A GROUP HOSPITAL MANAGE- 
MENT COMMITT Locums are required for the following posts :— 

1 HOUSE SURGEON, 

SENIOR HOUSE vito wy (duties mainly in Casualty 

Department) from Ist 

Applications to the Hospital Becretary : at the above address. 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Pb —_ (143 Beds.) HULL A GROUP HOSPITAL MANAGEMENT 


co 

SENIOR HOUSE OFFICER required as from Ist gt 1953. 
Duties mainly in Casualty Department. Salary £670 

HOUSE SURGEON required 6 
term. Counts towards qualification D.C.H. Salary in accordance 
with Ministry of Health terms of service. 

Send applications, with testimonials, to the Hospital Secretary. 
HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) 
Applications are invited for the posts of 2 HOUSE PHYSICIANS 
(recognised pre-registration appointments). Salary £350, £400, 
or £450 according to experience. The posts are resident and 
tenable for 6 months. 

Applications, re: full particulars, to be forwarded to the 
Secretary, Hull A Group Hospital Management Committee. 
HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) 

lications are invited for the appointments of 2 HOUSE 
“ICERS ; 1 mainly gynecology and 1 general surgery 
vohdoa saw pre- registration appointments). Salary £350, £400, 
or £450 according to experience. The posts are vacant, resident 


and tenable for 6 months. 
culars, to be forwarded to the 


Applications, with full 
Secretary, Hull A Group Hospital Management Committee. 


he: 


| 
| 
q ; | 
| 
| 
] 
| 
| 
| 
| 
| 
| 
| 
| 


THE LANcET] 


THE LANCET GENERAL ADVERTISER 


[Jury 4, 1953 


ILFORD, ESSEX. KING GEORGE HOSPITAL. (General 

—215 Beds.) There will be a vacancy for a SENIOR REGIS- 

TRAR (surgical) at the above Hospital on 10th August, 1953. 

Owing be the forthcoming review of Registrar posts, this post 

— oe regarded as temporary but will be for not less than 
months. 

Applications, with copies of recent testimonials, should 
reach the undersigned within 7 days of the appearance of 
this advertisement. 

G. AUSTIN HEPWORTH, Secretary, 

Ilford and Barking ‘Committee. 

_ King George Hospital, Ilfor sees 
IPSWICH. ST. HELEN’S oe (100 Beds for 
infectious diseases, pulmonary tuberculosis and long-stay 
orthopeedics. The Area Chest Clinic is in the Hospital.) Ipswich 
GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE PHYSI- 
CIAN required. Salary £450 p.a. Accommodation available 
for married man. The person appointed will be required to 
undertake certain duties in the Children’s Wards at the Borough 
eae al Hospital in addition to the duties at St. Helen’s 

ospital. 

Applications, with full particulars, to JoHN WILLIAMS, Group 
Secretary, at East Suffolk and Ipswich Hospital, Ipswich. 
IPSWICH. BOROUGH ot HOSPITAL, Heath- 
road, IPSWICH. (275 Beds.) pplications are invited for the 

ost of HOUSE HYSICI AN a Tauties in the General Medical 

oa artments of this Hospital. The post, which is vacant on 

is August, 1953, is per of 6 months duration and is of 

use Officer grade, th salary in accordance with the National 
Health Service regulations. 

giving details of qualifications and 
toge with 3 recent testimonials, should be forwarded to 
Hospital Secretary. 
GENERAL HOSPITAL, Heath- 

road, IPSwicH. (275 Beds.) Applications are invited for the 
aye: of HOUSE Pa YSICIAN, which is now vacant, for duties 

the General Medical and Peediatric Departments of this 
Hospital. The post is normally of 6 months duration and is 
Officer grade, salary in accordance with the National 

nod tails of qualificati d ri 
pplications, e ions, and experience, 
together with 'S recent testimonials, should be forwarded to 
(275 Beds.) pplications are invited for the post of 
HOUSE SURGEON to “Generel Surgeon. The post is normally 
of 6 months duration, and is now vacant. Recognised for pre- 

registration and F.R. ¢.S. examinations. 

Applications, with copies of recent testimonials, to Hospital 

Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Appicetions are invited for the post of SENIOR 
HOUSE OFFICER RESIDENT ANAXSSTHETIST. The post, 
which is normally of 1 years duration, is recognised for the 


examination. 
age, eeeey. together with recent 


Applications, stating 
testimonials, to Hospital Secre 


TPSWICH. EAST RUFFOLIC ‘AND IPSWICH HOSPITAL, 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the Fracture and Orthopedic Department, 
vacant 25th July. The Department has 2 Consultants, 60 Beds, 
and a large outpatients attendance and offers a wide experience. 

Applications, stating age, nationality, experience, and copies 
of recent testimonials, to the Hospital Secretary. 


WEST MIDDLESEX HOSPITAL. South 
DLESEX HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE ¢ OFFICER required for ey Department. Must 
have held medical, surgical, obstetri and gynecological 
House posts. 
Applications, sta age, nationality, qualifications and 
experience, with copies of up to 3 recent testimonials, to Group 
West Middlesex Isleworth, by i4th July, 


1SLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (anesthetics—second or third post) required. 
Hospital recognised for purpose of D.A. qualification. Resident 

or non-resident. 
Applications, stating age, nationality, and 
oxpeeeee with copies of up to 3 testimonials, to Group Secre- 
Ww iddlesex Hospital, Isleworth, Middlesex, cy. 14th 


INVERNESS HOSPITALS BOARD OF MANAGEMENT 

RAIGMORE HOSPITAL. 2 ORTHOPALDIC HOUSE SURGEONS 
required for 6 months from Ist August, 1953. Orthopedic 
—— 140 Beds. Posts recognised for pre-registration 


‘Applications with references to Medical Superintendent. __ 
ROYAL NORTHERN INFIRMARY. 
OF MANAGEMENT FOR INVERNESS HOSPITALS. HOUSE 
SURGEON (E.N.T. and eyes). Required for 6 months from lst 
A 


ugust, 1953. 

Applications with references to Medical Soperatendent. eS 
INVERNESS. ROYAL NORTHERN INFIRMARY. ard 
OF MANAGEMENT FOR INVERNESS HOSPITALS. HOUSE SURGEON 
igeaeet surgery), required for 6 months from Ist August, 


1953. 
Applications with references to Medical Superintendent. 


KETTERING GENERAL HOSPITAL. (171 Beds.) 
Applications are invited for the pre-registration post of HOUSE 
PHYSICIAN, vacant now. The appointment is for 6 months. 
There are 5 resident Officers and full Consultant staff. 
enclosing copies of 2 testimonials, shoul ‘be forwarded as soon 
os possible to the Group Secretary, General Hospital, Kettering. 


KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. HOUSE SURGEON required at above Hospital. 
_ Applications to Hospital Secretary. 


LEEDS REGIONAL HOSPITAL BOARD AREA. Medical 
acT, 1950. RESIDENT HOUSE OFFICER posts. Recognised 
pre-registration House posts will be available for the 6 months 
commencing Ist August, ore in the following hospitals approved 
under the Medical Act, *reference will be given to pre- 
registration candidates, oan ‘applications will also be accepted 
from practitioners registered before Ist January, 1953. 
Scarborough Hospital (191 Beds) 
Medical (general medical, dermatology and pediatric). 
Surgical. 
City York (178 Beds) 
General Surgical 
Surgical (general surgery and gynecology ). 
Hull Royal Infirmary (149 Beds) 
Medical. 
General Surgical. 
Surgical (orthopedic surge 
Hull Royal In Gatton) (102 Beds) 
General Surgica 
Western ee Hospital, Hull (543 Beds) 
Medical. 
Surgical (general surgery, gyaseee 
Medical 
General Surgical. 
Westwood Hospital, Beverley (202 Beds) 
General Surgical. 
East Riding Hospital, Driffield (249 Beds) 
Medical (general medical and pediatric). 
Surgical (general surgery, gynsecology and E.N.T.). 
Pontefract General Infirmary (89 Beds) 
Medical (general medical and peediatric ). 
Clayton Hospital, Beds) 
Surgical (general surgery and E.N.T.). 
General Hospital, Wakefield (158 Beds) 
Midwifery. 
Manygates Hospital, Wakefield (35 Beds) 
Midwifery. 
Pinderfields Hospital, Wakefield (663 Beds) 
Surgical (orthopeedic surgery ). 
General Surgical. 
General Hospital, Batley (99 Beds) 
Surgical (general and 
General Hospital, Dewsbury (119 Beds) 
Surgical (general surgery, orthopedic surgery, gynecology 
ophthalmology and E.N.T.). 
Staincliffe General, Dewsbury (314 Beds) 
Medical (general medical and dermatology ). 
Midwifery. 
Hudderstield Royal Infirmary (304 Beds) 
Medicai (general medical and pediatric ). 
Surgical (genera] surgery and orthopeedic surgery ). 
Mlatery. Royal Maternity, Huddersfield (59 Beds) 
w 
Royal Halifax Infirmary (301 Beds) 
Midwifery. 
General Surgical 
Halifax General Hospital (425 Beds) 
Medical. 
Medical (peediatric). 
Bradford Royal Infirmary (507 Bed#) 
Medical. 
General Surgical. 
Surgical (orthopedic and casualty). 
s Hospital, Bradford (S28 Beds) 
ca, 
Medical (general medical and dermatology). 
Medical (peediatric). 
General Surgical. 
Surgical (orthopeedic and casualty ). 
Surgical (general surgery and plastic). 
Bradford Children’s Hospital (101 Beds) 
Surgical (general surgery. orthopedic and urology ). 
Keighley Victoria Hospital (144 Beds) 
Medical (general medical, pediatric and dermatology). 
Surgical (ge eneral surgery, orthopeedic and E.N.T.). 
General Hospital, Otley (170 Beds) 
Surgical (general surgery and orthopedic). 
St. James’s Hospital, Leeds (1539 Beds) 
Medical (geriatrics). 
Surgical (ophthalmology and E.N.T.). 
Surgical (orthopedic). 
Harrogate General Hospital (249 Beds) 
Medical. 
General Surgical. 
Candidates should express, where applicable, their preference 
for medical, surgical or midwifery posts within the same hospital 
on the application form. 
Candidates wishing to apply for posts at more than 1 hos- 
pital should complete a separate form in respect of each hospital. 
pplication forms can be obtained from the Senior Administra- 
tive Medical Officer, Leeds Regional Hospital Board, Fark- 
arade, Harrogate, or from the Dean, The School of Medicine, 
horesby-place, Leeds, 2, and should be returned to either of 
the above-named as soon as possible. Applications may be 
made in advance of results of final examinations. 


LEEDS REGIONAL HOSPITAL ‘BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
Sa in the specialties of General Medicine, Genera 
urgery and Psychiatry. 

Suitably experienced practitioners interested in such appoint- 
ments are invited to communicate with the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate. 


logy and radiotherapy ). 
Hull (398 Beds) 
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LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the following REGISTRAR posts:— 
Anesthetics 

Hull A Group with additional duties in the Hull B and East 
Riding Groups (non-resident). 

General Medicine 

St. James’s Hospital, Leeds (to be associated with 50 Beds 
under the clinical care of Physicians from the Teaching Hospital). 
The post will be either resident or non-resident. 

Orthopaedic Surgery 

(a) Hull A, Hull B and East Riding Groups (non- ee 

(b) Generai Hospital, Batley, and other hospitals in the 
er Batley, and Mirfield Groups (resident). 

Oto 

Hull ‘Tere Infirmary and associated. hospitals (non-resident ). 
Psychiatry 

Stanley Royd Hospital, Wakefield (2000 Beds), Residential 
accommodation available for single person. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Joint 
Rogistrars Committee, Park-parade, Harrogate, not later than 
17th July, 1953. 
LEEDS REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of REGISTRAR in Neurology for duties 
divided (approximately equally) between the Department of 
Neurology at the General Infirmary at Leeds (10 expanding to 
20 Beds) and Pinderfields General Hospital, Wakefield (40 Beds). 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, not later than 
13th July, 1953. ia 
LEEDS A GROUP HOSPITAL 
MITTEE. Applications are invited from tered medical 
practitioners for the appointment of SENI IOR HOUSE 
OFFICER (anesthetics) for duties mainly at St. James’s 
Hospital. The appointment will be for a period of 1 year, and the 
salary will be in accordance with the agreed terms and conditions 
of service of hospital medical and dental staffs—namely, £670 
p.a., with an appropriate deduction in respect of board, lodging, 


. and other services provided. 


Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

. FOLKARD, Secretary to the Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 


LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 —— SOUTH WARWICKSHIRE HOSPITAL GROUP 
(No. 14). ppricettions are invited for the appointment of 
RESIDENT AR HETIST. R practitioners holding first 
posts may apply. “ ¥ months appointment. The post is recog- 
nised for the we Salary £300 or £350 according to the previous 


LINCOLN. COUNTY HOSPITAL. (200 Beds.) Lincoln 
NO. 1 HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of SENIOR HOUSE OFFICER in Anes- 
thetics at the above Hospital. The post is resident ; terms 
and conditions of service in accordance with those laid down for 
hospital medical and dental staffs. 

uni Pply. stating age, qualifications and experience, to the 

dersigned as soon as possible. 

W.. Howick, Group Secretary. 

LINCOLN. COUNTY HOSPITAL. | oll Beds.) Lincoln 


NO. 1 HOSPITAL MANAGEMENT COMMITTE Applications are 
invited for the post of SENIOR HOUSE OFFIC ER in Surgery 
(resident). The post is recognised for F.R.C.S. Terms and 


conditions of service in accordance with those laid down for 
hospital medical and dental staffs. 

Applications, together with copies of 3 recent testimonials, 
should be forwarded to the undersigned as soon as possible. 

R. W. Howick, Group Secretary. 
LINCOLN. COUNTY HOSPITAL. Lincoln No. 1 Hos- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for an 
approved Pre-registration Post in Surgery at the above Hospital, 
vacant immediately 

Apply with full particulars to— 

R. W. Howick, Group Secretary. 

LINCOLN. BRACEBRIDGE HEATH HOSPITAL FOR 
MENTAL DISEASES. (1290 Beds.) Applications are invited for 
the appointment of JUNIOR HOSPITAL MEDICAL OFFICER 
(resident or non-resident), Male or Female (married or single). 
Salary and terms of service as issued by the Ministry of Health. 
Commencing salary £700 p.a., rising to £1000 p.a. There is 
furnished or unfurnished accommodation available for a married 
Officer, or residential accommodation for a single person. There 
will be scope for work at outpatient clinics and in the use of 
modern psychiatric methods in the wards. Previous psychiatric 
experience is not essential. The ——- is subject to the 
provisions of the National Health Service superannuation 
regulations. 

Applications, with the names of 3 referees, should be forwarded 
as soon as possible to the Medical Superintendent, Bracebridge 
Heath Hospital, near Lincoln, 

LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
Applications are invited for the post of HOUSE OFFICER 
(surgical), which is recognised for pre-registration purposes, at 
this busy General Hospital. The post is resident and a deduc- 
tion will be made of £100 p.a. in respect of board, residence, &c. 

Applications, giving full particulars, together with names of 
2 referees, to be addressed to the Hospital Secretary. 
LYMINGTON HOSPITAL, Lymington, Hants. (107 
Beds.) SENIOR HOUSE OFFICER (surgical) required imme- 
diately. Post normally tenable 1 year. 

Apply, stating qualifications, and experience, with copies of 
recent testimonials, to the Group Secretary, Southampton 
Hospital Management Committee, Bullar-street, Southampton. 


number of appointments held, plus full residential 
__ Apply as soon as possible to the Hospital Secretary. 


LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds—General.) SOUTH WARWICKSHIRE HOSPITAL 
GROUP. Applications are invited from registered medical 
ractitioners (Male or Female), for the appdintment of 
ASUALTY OFFICER (Senior House Officer—£670), resident 
or non-resident. The —_ is vacant on 13th July, 1953, and is 
suitable for one reading for higher qualifications, offering 
facilities for contact with all Specialist Units in the Hospital. 
Applications, with the names and es of 3 referees, to 
be sent to the Hospital Secretary. 
LEICESTER (near), CARLTON HAYES HOSPITAL, 
NARBOROUGH, near LEICESTER. (Recognised training hospital 
for D.P.M.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
REGISTRAR (psychiatry) required. Single accommodation 
available or a small unfurnished house on rental available for a 
married person. Appointment for 1 year in the first instance 
Apply to Secretary, Sheffield Regional Hospital Board, Ola 
Futlwood-road, Sheffield, by 13th July, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. : 
LEICESTER GENERAL HOSPITAL. (446 Beds.) 7. 
cations are invited for the post of HOUSE SURGEON. 
vacant Ist July and available for pre-registration. 
Applications, together with copies of 3 recent testimonials, 
to the Secretary, No. 1 Hospital Management Committee, 
38a, East Bond-street, Leicester, as soon as possible. 
LEIGH INFIRMARY, Leigh. (102 Beds.) Wigan and 
LEIGH HOSPITAL MANAGEMENT COMMITTEE. HOUSE PHYSI- 
CIAN (resident) required at the above Hospital, House Officer 
grade post, vacant Ist July, 1953. Approved pre-registration 


post. 

Applications, stating age, and qualifications, togethe’ vith the 
names of 2 referees, should be forwarded to the Secretar, , Wigan 
and Leigh Hospital Management Committee. Knowsley House, 
Wigan, as early as possible. 
LENNOXTOWN. LENNOX CASTLE INSTITUTION. 
Applications are invited for appointment as SENIOR HOUSE 
OFFICER in Mental Deficiency at above Institution. The 
appointment will be for 1 year in first instance and subject to 
National Health Service (Scotland) superannuation regulations. 

Applications, stating age, qualifications, present appointment, 

together with names of 3 referees, submitted not later than 
18th July to Secretary, B.O.M., Lennox Castle and Associated 
Institutions, 113, Douglas-street, Glasgow, C.2. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
DAVID LEWIS NORTHERN HOSPITAL. Appucet ions are invited for a 
temporary post of SURGICAL REGISTRAR for the period to 
30th September, 1953. 

Apply as soon as possible on forms obtainable from the 
United Hospitals, 80, Rodney-street, 

verpoo 
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MANCHESTER, 8. CRUMPSALL HOSPITAL. (General 
Hospital—1225 Beds.) Applications are invited for the appoint- 
ment of RESIDENT SENIOR HOUSE OFFICER (anes- 
thetics), vacant Ist August, 1953. The Hospital is recognised 
for the D.A. 

Applications, stating age, nationality, qualifications and 
experience with dates, together with the names and addresses of 
2 referees, to be sent to oe undersigned immediately. 

T. SAMPSON, Group Secretary. 

Crumpsall Hospital, hester, 8. 
MANCHESTER. NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE Applications are invited for the 
following at the hospitals indicated :— 

(a) Manchester Northern Hospital (116 Beds) 
1 HOU SE OFFICER (medicine), vacant 21st July, 1953. 
(b) Manchester Victoria Memorial Jewish Hospital 


(105 Beds) 
1 HOUSE OFFICER (medicine), vacant Ist August, 1953. 
(c) Ancoats Hospital (152 Beds) 
1 HOUSE OFFICER (E.N.T. surgery), now vacant (recog- 
nised for the D.L.O.). 

Applications, indicating appointment required and stating 
age, nationality, present and previous appointments with 
dates, along with names and addresses of 2 referees, to be sent 
to the undersigned not later than lith July. 

A. T. SAMPSON, Group Secretary. 

Crumpsall Hospital, Manchester, 8. 

MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners for the following posts 

Park Davyhulme (General Hospital—426 


Beds 
| SEN TOR HOUSE OFFICER (general surgery ), now vacant. 
y £670 p.a.. less £155 p.a. for residential accommodation 
services. 12 months 
Eccles “a Patricroft Hospital (General Hospital—72 


Beds) 

1 HOUS i OFFICER, now vacant. The work of the Hospital 
is mainly surgical and there is a busy Outpatient Department. 
Salary £350-£450 p.a., according to experience plus £50 p.a. 
£100 p.a. deduction for residential accommodation and services. 
6 months appointment. 

Application forms from the Secretary, Park Hospital, 

Davyhuime, Manchester. 
MANCHESTER REGIONAL HOSPITAL BOARD. 
REGISTRAR in Pathology to the Bolton and District Group of 
hospitals with main duties in the Group Laboratories at the 
Bolton Royal Infirmary and Bolton District General Hospital. 
Vacant Ist September and recognised for the Dip. Path. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of 2 referees, should be sent 
immediately to the RO at bed Royal — Bolton. 

H. P. Travis, Group Secretar 
Bolton and District Hospital Management Committee. 
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MANCHESTER REGIONAL HOSPITAL BOARD invite 
qpemeattoms for the post of RESIDENT REGISTRAR in 

General Medicine to the Wigan and Leigh Group of hospitals 
with main duties at the Royal Albert Edward Infirmary, Wigan. 

Forms of application may be obtained from the Secretary, 
Wigan and Leigh Hospital Management Committee, Knowsley 
House, Wigan, and should be returned, with copies of 2 recent 
testimonials, to be received by 18th July, 1953 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in 
General Surgery at Leigh Infirmary, Leigh. Post vacant Ist 
September, 1953. Applicants must have had surgical experience 
and p pesmnebiy hold a higher surgical qualification. The person 
appointed will be required to perform duties of Resident Surgical 
Officer at the Hospital (102 acute general beds). Post recognised 
for the F.R.C.S. examinations. 

Forms of application ~» Ae obtained from the Secretary, 
Wigan and Leigh Hospital Management Committee, Knowsley 
House, Wigan, and should be returned with copies of 2 recent 
testimonials to be received not later than 31st July, 1953. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in the 
Board’s Non-tuberculous Thoracic Surgery Unit of 48 Beds 
based at Park Hospital, Davyhulme. Nationa! Health Service 
terms and conditions will apply. The successful candidate will 
be appointed for 1 year in the first instance and can take up 
appointment immediately. 

oer forms from the Secretary, West Manchester 
Hospital Management Committee, Park Hospital, Davyhulme. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of NON-RESIDENT SENIOR 
REGISTRAR in Thoracic Medicine to be attached in the first 
instance to the Bolton Chest Diseases team. Arrangements 
may later be made for the successful applicant to be transferred 
the Manchester Chest team to complete his training, where 
he would also gain experience in the Thoracic Surgery Units 
at Baguley Hospital (tuberculosis) and Park Hospital (non- 
tuberculosis). A higher qualification is desirable. Further 
details may be obtained from the Consultant Chest Physician, 
Bolton Royal Infirmary. 

Forms of application may be obtained from the Senior Adminis- 
trative Medical Officer, Manchester Regional Hospital Board, 
Cheetwood-road, Manchester, 8, and should be returned, with 
7 poe of 3 referees, to be received not later than 20th J uly, 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
snpnetioe for the post of NON-RESIDENT SENIOR 
iISTRAR in Anesthetics to the North Manchester Group of 
hospitals, with main duties at Crumpsall Hospital, Manchester. 
Previous experience is essential and possession of the D.A. 
desirable. Arrangements may later be made for the person 
appointed to transfer to the United Manchester Hospitals to 
continue training. 

Forms of application may be obtained from the Senior 
Administrative Medical Officer, Manchester Regiona) Hospital 
Board, Cheetwood-road, Manchester, 8, and should be returned 
with the names of 3 referees to be received by 15th July, 1953. 
MANCHESTER REGIONAL HOSPITAL BOARD AND 
THE BOARD OF GOVERNORS OF THE UNITED MANCHESTER HO8- 
PITALS invite applications for the post of NON-RESIDENT 
SENIOR REGISTRAR in Venereal Diseases, tenable mainly 
at St. Luke’s Hospital, Manchester, and at the Manchester Royal 
Infirmary. The person appointed may, on occasions, be required 
to work in other hospitals and clinics in the Manchester Region. 
pens experience is essential and a higher qualification 

esirable 

Forms of application may be obtained from the Senior Adminis- 
trative Medical Officer, Manchester Regional Hospital Board, 
Cheetwood-road, Manchester, 8, and should be returned with the 
names of 3 referees to be received by 13th July, 1953. 
MANCHESTER. SAINT MARY’S HOSPITALS. United 
MANCHESTER HOSPITALS. Applications are invited from registered 
medical practitioners (Male or Female) for the anal of HOUSE 
PHYSICIAN in the Neonatal Unit of Saint Mary’s Hospitals 
(attached to the University Department of Child. Health) for 
a@ period of 6 months. There are vacancies from 15th August, 
1953, and 8th September, 1953. Previous hospital experience 
essential and pediatric experience desirable. Duties include 
the care of the newborn in the Maternity Department, the care of 
infants in the infants’ ward and work in the clinics under the charge 
of the Department of Child Health. Salary in accordance with 
national scale. 

Application forms may be obtained from the undersigned 
and returned duly completed ree ose = 17th July, 1953, 


General Saint ’s Hospitals. 
Whitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY . HOSPITALS, MANCHESTER. Applications are invited 
for 2 posts of HOUSE OFFICER in Gynecology. Applicants 
must have had previous hospital ee in general medicine 
and surgery. The posts are recognised for the purposes of the 
M.R.C.O.G. examination. The appointments are for 6 months 
commencing on Ist October, 1953. Salary in accordance with 
national scale. 
Application forms may be obtained from the undersigned and 
returned not later = 21st July, 1953. 
. R. Wisk, General Superintendent. 
Saint Mary’s Hospital, “Whitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Ap Se en are invited 
for the post of REGISTRAR (resident). Tenable for 12 months, 
subject to renewal. Previous experience in ophthalmology 
essential. The terms and conditions of service for hospital 
medical and dental staffs will apply. 
Application forms oe O be obtained from the undersigned. 
. NORTH General Superintendent. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for RESIDENT MEDICAL STAFF (Senior House Officer 
grading—£670 p.a., less £130 p.a. for residential emoluments). 
Application forms may be obtained from the undersigned. 
H. R. Nortu, General Superintendent. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER. ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
REGISTRAR to the Surgical Professorial Unit to commence 
as soon as possible. Whole-time appointment for 12 months, 
renewable. Applicants must possess a higher qualification. 
Arrangements may eventually be made for the successful 
candidate to transfer to 1 of the Manchester Regional Hospitals 
to continue training. 
Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 18th July, 1953. 
F. J. CABLE, Secretary. 
MANCHESTER. UNITED | MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGISTRAR 
to the Department of Diagnostic Radiology, to commence as 
soon as possible. Whole-time appointment for 12 months, 
renewable. Applicants must possess the D.M.R.D. or its 
equivalent. 
Applications to be made on forms obtainable ag oe under- 
signed and to be returned not later than 18th July, 
G. H. TAYLOR, 
MANCHESTER near), ALTRINCHAM GENERAL 
HOSPITAL, ALTRINCHAM. (130 Beds.) NORTH AND MID-CHESHIRE 
HOSPITAL MANAGEMENT COMMITTEE. Required, SENIOR HOUSE 
OFFICER (medical). Post now vacant. Salary £670 p.a. This 
appointment, in a busy hospital staffed by Manchester Con- 
sultants, offers excelient opportunities of practical experience 
to suitably qualified candidates. 
Applications, together with 2 recent testimonials, to be sent 
to the Group Secretary, The Hospital, Sinderland-road, 
Altrincham, Cheshire, as soon as possible. 


MANCHESTER, 19. DUCHESS OF YORK HOSPITAL 
FOR BABIES. MANCHESTER BABIES’ AND CHILDREN’S HOSPITAL 
MANAGEMENT COMMITTEE. - SENIOR HOUSE OFFICER 
required, with duties of Senior Resident Medical Officer. Salary 
#670 p.a., less £155 p.a. for residential emoluments. Duties 
include supervision of a modern Premature Infant ‘Unit. The 
Hospital is associated with Manchester University for teaching 
purposes. Candidates must have had experience in pediatrics. 
The post is vacant on 14th August. 

Applications, with names of 3 referees, should be sent as soon 
as possible to the Group Secretary, Booth Hall Hospital, 
Blackley, Manchester, 9. 


MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of RECEIVING- 
ROOM OFFICER. Salary £670 a year, with deduction of £150 
a year for residential emoluments. 

Applications to the Administrative Officer at the Hospital 
as soon as possible 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of HOUSE 

RYSICI N. Salary £350 a year with a deduction of £100 a 
year in respect of board and lodging and other services provided ; 
post vacant July, 1953. 

Applications should be forwarded to the Administrative 
Officer at the Hospital. 


MANSFIELD AND DISTRICT GENERAL HOSPITAL. 
(207 Beds.) RESIDENT HOUSE PHYSICIAN (pre-registration 
or Senior House Officer post). The appointment is 1 of 2 such 
posts and in addition there is a Medical Registrar as well as 
a full visiting Consultant staff. There is an acute Medical 
Unit of 56 Beds, including 10 pediatric beds. 

Applications, stating age, qualifications, and experience, 
together with 2 recent testimonials, to Secretary, Mansfield 
Hospital Management Committee, Crow Hill-drive, Mansfield. 


MANSFIELD HOSPITAL MANAGEMENT cCOM- 
MITTEE. KING’S MILL HOSPITAL, SUTTON-IN-ASHFIELD, AND 
VICTORIA HOSPITAL, MANSFIELD. Applications are invited for 
the post of RESIDENT SENIOR HOUSE OFFICER (Male 
or Female) in Obstetrics and Gynecology for duties at the 
following :-— 

King’s Mill Hospital—Gynecological Unit (46 Beds) and 

Outpatient Services. 

Victoria Hospital—Obstetrical Unit (32 Beds). 
The duties of the post will be predominantly neecological. 
The successful candidate will reside at King’s Mill Hospital. 
Salary will be at the rate of £670 p.a., less emoluments. 

Applications, stating age, qualific ations, experience, together 
with copies of recent testimonials or names of 2 referees, should be 
forwarded to A. ASHWORTH, Group Secretary. 

Oak Bank, Crow Hill-drive, Mansfield, Notts. 


MEDWAY AND GRAVESEND HOSPITAL “MANAGE- 
MENT COMMITTEE. Locum RADIOLOGIST required. Part- 
time 6th July—ist August. Full-time 4th-3lst August. Salary 
according to grading. 

Apply to undermentioned giving details of age, qualifications, 
experience and names of 2 referees. 

__ 20, Star- -hill, Rochester. T. RHODES, Group Secretary. _ 


NEWARK GENERAL HOSPITAL, Newark. Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT SUR- 
GICAL HOUSE OFFICER with general duties required at 
Registrar rate of pa This post offers good experience to anyone 
preparing to enter eneral Practice. Appointment for 1 year in 
first instance. 

Apply to Goumsteer, Sheffield Regiona Hospital Board, Old 
Fulwood-road, Sheffield, by 13th July, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
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MERTHYR TYDFIL. ST. TYDFIL’S HOSPITAL. (395 
eevee MERTHYR AND ABERDARE HOSPITAL MANAGEMENT 
MITTEE. Applications are invited for the following posts :— 
OORESIDENT SENIOR HOUSE OFFICER in Obstetrics and 
Gyneecolo The successful applicant will be based at St. Tydfil’s 
Tydil, and work at obstetrics and gynecology 
Applicants must have been registered 
not less than 1 year as = Medica] Practitioner and have previously 
held house appointme 

HOUSE P YSICLAN ‘(resident). Appointment is for a period 
of 6 months. 

Salary in accordance with the terms of service issued by the 
Ministry of Health. 

Applications, with full particulars, should be sent to the 
Group Secretary, Merthyr and Aberdare Hospital Management 
Committee, St. Tydfil’s Hospital, Merthyr Tydfil. 
MARGATE. GENERAL HOSPITAL. (132 Beds.) House 
SURGEON (approved pre-registration post). Salary at rate of 
£350-£450 p.a., according to experience, less £100 for residential 
emoluments. 


Applications, with copies of testimonials, to Hospital 


MID GLAMORGAN HOSPITAL MANAGEMENT Appelt 
cations are invited for the post of SENIOR F HOUSE ‘OFFI ‘ER 
(pathology). The successful eso will be based at the 
Laboratory at this Hospital and will work under the direc 
supervision of the Group Consultant Pathologist. 

Applications, naming 2 referees, to be addressed to the Group 
Secretary of the Committee, 8, Wind-street, Neath. 
NEWCASTLE. WALKERGATE HOSPITAL. Chest 
DEPARTMENT. NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER (resident). There are 105 Beds in this 
Department and the “fficer will be required to carry out duties 


assigned to him under the supervision of the Senior Chest 
Physician. Facilities for study and house available. National 
Health Service terms and conditions apply. 

Applications, with testimonials or the names of 2 referees, 


shouid he sent to the Hospital Secretary, Walkergate Hospital, 
Newcastle upon Tyne, 6. 


NEWCASTLE HOSPITAL. (861 Beds.) 
NEWCASTLE UP “3OSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICE: 4Male), Urological Unit. The 
above resident post becomes vacaiit.on Ist August, 1953, and 
is tenable for 6 months. 

be addressed to the 
General Hospital, Westgate-road, Newcastle Tyne, 
together with 1 copy of 2 recent testimonials by isth. July, 1953: 
NEWCASTLE REGIONAL HOSPITAL BOARD. New- 
CASTLE GENERAL HOSPITAL. DEPARTMENT OF PSYCHOLOGICAL 
MEDICINE. SENIOR REGISTRAR (whole-time) in the above 
Department, which is under the clinical direction of the Professor 
of Psychological Medicine at the University of Durham. Appoint- 
ment for 1 year only, commencing Ist October, 1953. 


£1000-£1300 p.a. 
together bay and addresses of referees 
total of 3, to be sent to the 


or testimonials to 

Newcastle upon Tyne, 2, within 14 days. 

NEWCASTLE REGIONAL HOSPITAL BOARD. 

. 2. (Main hospitals—North Ormes 88 

Tos ital 198 Beds. ) 


Tees- 
SURGICAL CLINIC 
Beds ; Hemlington 
SURGICAL REGISTRAR (whole-time ), 


resident, or non-resident to reside in Middlesbrough. Single 
accommodation available. Salary £775-£890 p.a. 
up to 3ist August, 1954, in the first instance, be 


aay re for a further period. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, “ Blythswood South,”’ 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. st. 
NICHOLAS HOSPITAL, NEWCASTLE UPON TYNE. REGISTRAR 
PSYCHIATRIST required. Salary £775-£890 oint- 
ment, which is non-resident, is up to 31st August, n the 
first instance, and may be renewed. vious tun tS in 
psychiatry desirable but not essential. Arrangements can be 
made for the person appointed to take the necessary course of 
study for the % niversity of Durham Diploma in Psychological 
Medicine. Further particulars may be obtained from the 
Medical Superintendent of the Hospital. 

Applications, together with names and addresses of referees 
( referably), or testimonials to a total of 3, to be sent to the 

Regional Psychiatrist, ‘“‘ Blythswood South,” Osborne- road, 
Newcastle upon Tyne, 2, within 14 days. 


NEWMARKET GENERAL HOSPITAL, Newmarket. 
jlications are invited for the post of SENIOR HOUSE 
ICER: obstetrics (14 Beds), gynecology (10 Beds) with 

phan for pointing. experience in general surgery ; post 

vacant now, Salary £670 rl ge less emoluments. 

together with copies of 3 recent onials to be addressed to 
the Physician-Superintendent. 


NEWMARKET GENERAL HOSPITAL, "Newmarket, 
OLK. Applications are invited for the post of HOUSE 
PHYSICIAN. vacant on 26th July. Duties include house charge 
of acute general medical and tuberculosis beds with some 
opportunity for aneesthetics under the supervision of the Con- 
sultant in anesthesia. The post is tenable for 6 months, salary 
in accordance with national scale, less £100 for board and 
residence. 
Applications, with copies of 3 recent testimonials, should be 
addressed (not later than 7th July) to the Physician- 
Superintendent. 
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NEWPORT, I.W. ST. MARY’S HOSPITAL. (365 oa 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITT 
CASUALTY OFFICER, vacant now. Salary £670, less 7130 
for accommodation and services. Model Casualty Department, 
newly constructed. 

Applications, with full details, to Group Secretary, Hospital 
Management Committee Headquarters, Clatterford House, 
Carisbrooke, I.W. 

NEWPORT, I.W. ST. MARY’S HOSPITAL. (365 Beds.) 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER in S ry. Salary £670 p.a. 
are from registe’ medical practitioners. 
E Post | for Pre-registration 
conditions. Vacant now. 
nationality, 
on with the names of 2 
soon as oe le to Group Secretary, Hospital Management 
Committee Headquarters. Clatterford House, Carisbrooke, I.W. 
MON. ROYAL GQWENT HOSPITAL. (259 
Beds—Pos d F.R.C.S.) SENIOR HOUSE OFFICER 
or HOUSE Oo TICER required for Casualty Department, 
lst August or week or two before. Recognised F.R.C.S. for 
6 months. Senior Hospital Medical ‘Officer in full-time charge of 


dances 48,000 annually. 
ence. Post tenable 6 or 12 months as desired 
Write quoting 2 referees, to T. A. JONEs. 
64, Cardiff-road, _ Newport, Mon. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. Applications are invited for the post of HOUSE 
SURGEON to Gynecological De eYY of 25 Beds. his 
appointment is recognised for the 0.G. 
A accompanied by should be 


qualifications, and 
referees, to be sent as 


Excellent experi- 


. 


NORTHWOOD, MIDDLESEX. VERNON 
a ae Applications are invited for the post = HOUSE 
SURGE and E.N.T. Departments 
pre accompanied by 2 testimontais, should be sent 
to the Resident Medical Officer, Mount Vernon Hospital, 
Northwood, by llth July, 1953. 


NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. Applications are invited for the post of HOUSE 
PHYSICIAN for General Medicine and Dermatology. 
post is recognised as a pre-registration appointment. 
Applications, accompanied by 2. testimonials. 
forwarded to the Resident Medical Officer, 
Hospital, Northwood, by 20th July, 1953. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. Applications are invited for the post of HOUSE 
PHYSICIAN to the Radiotherapy Department. This post is 
recognised as a pre-registration appointment. neste he 
sho 


should be 
Mount Vernon 


Applications, accompanied by testimonials, 
ee to the Secretary and House Governor, Harefield 
and Northwood Group Hospital Management Committee, 
by 24th July, 1953. beg: 

App lications invited as soon as possible for post of HOUSE 
OFFICER (general surgery). Appointment to 30th erg 
in the first instance or, alternatively, to 31st March, 1954, to be 
decided at interview. Recognised for F.R.C.S. and for pre- 
registration. 

Pe: eee, enclosing copies of 3 recent testimonials, as soon 


as possible G, HILL, Superintendent. 
NORTHAMPTON GENERAL HOSPITAL. (485 Beds.) 
Applications invited as soon as possible for post of PASDIATRICS 


HOUSE ed oy ~y for period to 30th September or to 31st 
March, ° be decided at interview. Post recognised for 
D.C.H. and Sy ae -registration. If a pointed to March, 1954, 
= will be required to reside alternately, with another 
eediatrics House Officer, for 3-month periods at Northampton 

General and Harborough Road Hospitals, Northampton, and 
whilst at the latter hos oapstal to be responsible to the Consultants 
for the supervision of all the —_., (o_o as follows :— 
Subacute pediatric 20, dermatol 
infectious diseases 52 2 (mostly chil = bet 
appointed to 30th .? tember only, person appointed will be 
required to reside at Harborough Road Hospi 

Applications, enclosing copies of 3 recent testimonials, as soon 
as possible to S. G. HILL, Superintendent. 


NORTHAMPTON. MANFIELD ORTHOPADIC HOS- 
PITAL. NORTHAMPTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of ORTHO- 
PX DIC SENIO HOUSE OFFICER (resident), vacant now. 
The py will be for about 1 year. Salary £670 p.a., 
with a deduction of £100 p.a. for residential emoluments. The 
pos. provides experience in a wide range of orthopeedic treatment, 

cluding outpatient ag 

Applications, stating nationality, qualifications, and 
=e, together with yo of testimonials, should be sent 
immediately to the Secretary, Northampton Management 
Committee, General Hospital, Northampton. 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Locum CASUALTY OFFICER required (Senior House Officer 


neral medical 24, 
cluding polio), If 


status). Salary £13 per week. 2 days off each week. 2 Casualty 
Officers employed in the de ent. 
Applications immediately to Secretary, Group 


Management Committee, St. Stephen’s-road, Norwi 

NORWICH. AND NORWICH HOSPITAL. 
(440 Beds.) plications are invited for the Rg wn 
of SENIOR HO SE SURGEON to the Ortho ic Depart- 
ment. Salary £670 p.a., less £150 p.a. for 1 residential 


ualificati peri with 
pplica Ons, ng age, experience. 
names 2r Group 6 Hospital Manage- 


of 
ment Committee, St. Stephen’s- -road, Norwich. 
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NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Applications are invited for the post of HOUSE SURGEON 
(Male or Female) at the West Norwich Hospital, Bowthorpe- 
road, Norwich. Recognised for Final F.R.C.S. examination 
requirements. The beds at this Hospital are under the control 
of the Consultant Staff of the Norfolk and Norwich Hospital. 
Salary £350, £400, or £450 according to experience, deduction 
for residence. 

Applications, stating age, qualifications, and experience, 
with names of 2 referees, to Secretary, Group 6 Hospital Manage- 
ment Committee, St. Stephen’s- -road, Norwich. 


NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Applications are invited for the post of HOUSE PHYSICIAN 
(Male or Female) to the West Norwich and Norwich Isolation 
Hospitals. Duties include acute medical, geriatric and infectious 
diseases. The at these Units are under the control of the 
Consultant Physicians of the Norfolk and Norwich Hospital 
and the successful candidate will be required to undertake 
| od medical duties under their supervision. Salary £350, 
400, or £450 p.a., according to experience, less deduction ot 
£100 for residential emoluments. 
saan. stating age, qualifications, experience, with 
names of 2 referees, to Secretary, Group 6 Hospital Management 
Committee, St. Stephen’ s-road, Norwich. 


NORWICH. NORFOLK AND NORWICH HOSPITAL. 
PZDIATRIC a AT THE JENNY LIND HOSPITAL FOR 
CHILDREN. Appice are invited for the appointment of 
RESIDENT M DICAL OFFICER (Male or Female) at the 
Jenny Lind Hospital which forms the entire Pediatric Depart- 
ment vot the United Norwich Hospitals. Post vacant Ist August, 
1953. The duties are under the direct supervision of the 
Consultant staff of the Norfolk and Norwich Hospital. Salary 
£350, £400, or £450, less £100 p.a. for residential emoluments. 

Applications, stating a ualifications and experience, 
with names of 2 referees, to y, Group 6 Hospital Manage- 
ment Committee, St. Stephen's- road, Norwich. 


NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
NOTTINGHAM NO. I HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (resident) required at the above Infirmary. Salary 
and conditions of service in accordance with the published 
conditions of the Ministry of Health. Duties to commence at the 
end of July. This post is recognised for the D.O.M.S. examination. 
Applications, stating . ualifications and experience, 
together with copies of testimonials, to be sent to— 
M. STANLEY, Secretary. 
General Hospital, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT or NON- 
RESIDENT REGISTRAR (orthopedics) required. Appoint- 
ment for 1 year in first instance 
Apply to Secretary, Sheffield. Regional Hospital Board, Old 
Fulwood-road, She eld, by 20th July, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
NOTTINGHAM GENERAL HOSPITAL. 2 Resident 
HOUSE SURGEONS required (Male or Female) for the above 
Hospital, duties to commence as soon as possible. Salary and 
conditions of service in accordance with published regulations. 
If held by R practitioners the appointments will be for a period 
of 6 months. 
Applications, stating age, qualifications and experience, 
together with copies of t a to be sent to— 
HENRY M. STANLEY, Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
ORTHOPAEDIC AND FRACTURESENIOR HOUSE OFFICER. 
The post offers exceptional experience in traumatic and ortho- 
peedic surgery. Duties to commence as soon as possible. Salary 
and conditions of service in accordance with Ministry regulations. 
If — £150 deducted for emoluments. 
Asem, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 
HENRY M. STANLEY, Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners (Male or Female) 
for of RESIDENT SENIOR ANAESTHETIC HOUSE 
OFFICER ; duties to commence as soon as possible. Terms 
and c¢ oo TR. of service in accordance with the published 
regulations of the Ministry of Health. £150 deducted for resi- 
dential emoluments. 
Applications, stating age, qualifications and experience, 
together with copies of testimonials to be sent to the un ersigned 
as soon as possible. HENRY M. STANLEY, Group Secretary. 


NOTTINGHAM GENERAL HOSPITAL. E.N.T. Depart- 
MENT. Applications are invited for the post of SENIOR E.N.T. 
HOUSE OFFICER at the above Hospital This appointment 
is recognised for the D.L.O. and the F.R.C.S. examinations. 
Terms and conditions of service in accordance with the regula- 
tions of the Ministry of Health. Although the post is normally 
resident, consideration will be given to any applicant who desires 
to live out. Duties to commence as soon as possible. 

stating age, qualifications, and experience, 

er with copies of testimonials, to be sent to 
HENRY M. STANLEY, Group > Secretary. 

General Hospital, Nottingham. 
OLDHAM ROYAL INFIRMARY. Oldham and District 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of SENIOR HOUSE OFFICER (resident) 
in the Fracture and Orthopedic Service at the above Hospital, 
vacant immediately. 

Applications, stating age, nationality, full particulars of 
previous experience, and containing the names of 2 persons to 
whom reference may be made, should be forwarded to the 
undersigned. Please quote Ref. No. B/88. 

- Banwerr, Group Secretary. 

Central Offices, Rochdale -road, “Oldham 


OLDHAM ROYAL INFIRMARY. (200 Beds.) House 
SURGEON required for General Surgical duties (including 
E.N.T. and ophthalmic work). Recognised for F.R.C.S. (pre- 
registration post). 

Applications to the Group Secretary, Oldham and District 

Hospital Management Committee, Central Offices, Rochdale- 
road, Oldham. Please quote Ref. No. B/90. 
OLDHAM AND DISTRICT GENERAL HOSPITAL. 
(990 Beds.) MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the resident or non-resident post of 
REGISTRAR (whole-time) in Psychiatry at the above Hospital. 
The duties cover the care of the Psychiatric Wards (228 Beds) 
and the Outpatient Department. The Unit isa very active one 
(320 yearly admissions and 1500 outpatient attendances), and 
is in close proximity to the Manchester University. 

Forms of application may be obtained from the Group Secre- 
tary, Oldham and District Hospital Management Committee, 
a Rochdale-road, Oldham. Please quote Ref. 

o. B/92. 

PONTYPRIDD (near). EAST GLAMORGAN HOSPITAL, 
CHURCH VILLAGE. (316 Beds—Committee’s Base Hospital 
serv ing population of 177,000—recognised for the D.Obst. 
R.C.0.G., D.C.H., and D.A.) AND RHONDDA 
HOSPITAL MANAGEMENT COMMITTEE. pplications are invited 
for the post of SENIOR HOUSE OFFIC R (surgical) 

Apolications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as — to the Group Secretary, Pontypridd and Rhondda 
Hospital Ma nt Committee, Courthouse-street. Pontypridd. 
(near). EAST GLAMORGAN HOSPITAL, 
CHURCH VILLAGE. (316 Beds—-Committee’s Base Hospital serving 
of 177,000—recognised for the D.Obst.R.C.O.G., 
).C.H., and D.A.) PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of SENIOR HOUSE OFFICER (obstetrics). 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Group Secretary, Pontypridd and Rhondda 
Hospital Management Commitiee, Courthouse-street, Pontypridd. 


PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE, near PONTYPRIDD. (316 Beds and 
large Outpatient Department—Committee’ s Base oon 
serving population of 177,000—recognised for D.Obst.R.C 
D.C.H., and D.A.) PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE. 3 HOUSE OFFICERS (surgical). 
Applications, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Group Secretary, Pontypridd and Rhondda 
Hospital Management Committee, Courthouse-street, Pontypridd. 


PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE, near PONTYPRIDD. (316 Beds and 
large Outpatient Department—Committee’s Base Hos — 
serving population of 177,000—recognised for D.Obst.R.C. 
D.C.H., and D.A.) PONTYPRIDD AND RHONDDA le 
MANAGEMENT COMMITTEE. HOUSE OFFICER (obstetrics). 

Applications, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Group Secretary, Pontypridd and Rhondda 
Hospital Management Committee. Courthouse-streét, Pontypridd. 
PONTYPRIDD (near). EAST GLAMORGAN HOS8- 
PITAL, CHURCH VILLAGE, near PONTYPRIDD. (316 Beds and 
large Outpatient Department—¢ ‘ommittee’s Base Hospital 
serving population of 177,000—recognised for D.Obst.R.C.O.G., 
D.C.H., and D.A.) PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE. HOUSE OFFICER (pediatrics), 

Applications, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Group Secretary, Pontypridd and Rhondda 
Hospita] Management Committee, Courthouse-street, Pontypridd. 
PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE, near PONTYPRIDD. (316 pone _ 
large Outpatient Department —Committee’s Base re 
serving of 177,000—recognised for D.Obst. Ri Cc. 
D.C.H., and D.A.) PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT 2 HOUSE OFFICERS (medical). 

Applications, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Group Secretary, Pontypridd and Rhondda 
Hospital Management Committee, Courthouse-street, Pontypridd. 
PONTYPOOL AND DISTRICT HOSPITAL, Pontypool, 
MON. (115 Beds.) JUNIOR HOSPITAL MEDIC AL OFFICER 
(surgical) required. This is the senior resident post. 2 House 
Surgeons and a House Physician also resident. Salary £700- 
£50-£1000, less £150 board-residence. 

Write, quoting 2 referees, to T. A. JONES. 

64, Cardiff-road, Newport, Mon. 
PRESTON (near), LANCS. WHITTINGHAM HOS- 
riTtaL. Locum JUNIOR HOSPITAL MEDICAL OFFICER 
required for a period at above Hospital. Salary £16 per week, 
subject to a deduction at the rate of £175 p.a. for comfortable 
residential emoluments. 

Applications to the Chairman. 
obtained from fhe Secretary. 
PRESTON (near), LANCS. WHITTINGHAM HOSPITAL. 
The Management Committee invites applic ations for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER. The appointment 
is subject to the terms and conditions of service of hospital 
medical and dental staffs (England and Wales). The successful 
applicant will have the choice of occupying an unfurnished house 
on the Hospital estate or of enjoying full residential emoluments 


at a charge of £175 p.a. 
* Medical Officer,” giving details of 


Full information may be 


Applications, endorsed ‘ 
experience, and names of 3 referees, should be addressed to the 
Chairman, Whittingham Hospital, near Preston, and be received 
as soon as possible. 

Secretary of the Management Committee. 
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PRESTWICH HOSPITAL, Prestwich, near Manchester. 
Applications are invited for the post of RESIDENT REGIS- 
i a *sychiatry. Every facility will be given for study for 
the D.P.M. 

Applications, giving full details of age, training and experience, 
together with the names and addresses of at least 2 referees, 
should be sent to the Secretary, Prestwich Hospital, not later 
than Saturday, 11th July, 1953. 
PLYMOUTH CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the joint 
appointment of SENIOR REGISTRAR in_ Obstetrics and 
Gynecology to the Plymouth Clinical Area. The appointment 
will be held for 1 year in the first instance but may be renewed 
thereafter on an annual basis. The successful candidate will be 
required to work for the first year mainly at the South Devon 
and East Cornwall Hospital, Piymouth, but will be required to 
visit other hospitals in the Clinical Area as may be determined 
by the Regional Board from time to time. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with 12 copies of 2 testimonials, and the 
names and addresses of 2 referees, should be sent to the Secretary 
of the Regional Hospital Board, 27, Tyndalls Park-road, Bristol, 
8, not later than 25th July, 1953. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Applications invited from registered medical practi- 
tioners for the appointments of :— 

(1) SENIOR HOUSE OFFICER to Casualty and Fracture 
Department, Greenbank Road Section, vacant immediately. 

(2) SENIOR HOUSE OFFICER in Surgery, Greenbank 
Road Section, vacant 9th October, 1953, recognised for the 
Fellowship of the Royal College of Surgeons. 

(3) RESIDENT ANASTHETIST, Greenbank Road Section, 
vacant immediately, recognised for the D.A. 

(4) HOUSE SURGEONS, Greenbank Road Section, vacancies 
13th September, 17th and 20th October, 1953, recognised for the 
Fellowship of the Royal College of Surgeons. 

(5) SENIOR HOUSE OFFICER to, Casualty Department, 
Freedom Fields Section, vacant immediately. 

(6) SENIOR HOUSE OFFICER in Surgery, Freedom 
Fields Section, vacant immediately, recognised for the Fellowship 
of the Royal College of Surgeons. 

(7) SENIOR HOUSE OFFICER in Anesthetics, Freedom 
Fields Section, vacant immediately. 

(8) HOUSE PHYSICIAN, Freedom Fields Section, vacant 
Ist September, 1953. 

(9) PASDIATRIC HOUSE PHYSICIAN, Freedom Fields 
Section, vacant 23rd August, 1953, recognised for the D.C.H. 

(10) HOUSE SURGEON, Freedom Fields Section, vacant 
lst September, 1953, recognised for the Fellowship of the Royal 
College of Surgeons. 

(11) HOUSE OFFICER in Obstetrics, Alexandra Maternity 
Home, Devonport, vacant immediately. 

Applications, stating age, nationality, qualifications, and 
experience, with the names of 3 referees, to be sent to the under- 
signed as soon as possible. : 

ARTHUR R. CasH, Group Secretary. 

7, Nelson-gardens, Stoke, Devonport. . 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following appoint- 
ments :— 

Saint Mary’s Hospital (General Hospital with 150 surgical 

beds—recognised for the F.R.C.S. ; 74 acute medical beds) 

SENIOR HOUSE OFFICER (Casualty and Orthopedic 
Departments) vacant now. 

HOUSE SURGEONS, vacant now and 26th July, 1953. 

HOUSE PHYSICIAN, vacant now. 

HOUSE PHYSICIAN (peediatric), vacant 20th Jy, 1953. 
Peediatric Unit of 53 Beds, together with responsibility for 
60 neonatal cots. The post is recognised for candidates preparing 
for the D.C.H. 

Royal Portsmouth Hospital (General Hospital with 

» 70 surgical beds—recognised for the F.R.C.S. ; 60 medical 

beds ; 68 orthopedic beds) 

SENIOR HOUSE SURGEON, vacant now. 

HOUSE SURGEON, vacant now. 

HOUSE SURGEON (general surgery and orthopeedics) vacant 
8th July, 1953. This is the main Orthopeedic and Accident Centre 
of the Group, serving a population of 500,000. 

HOUSE PHYSICIAN, vacant 20th July, 1953. 

Queen Alexandra Hospital (124 surgical beds) 

HOUSE SURGEON, vacant now. 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be submitted as 
soon as possible to E. H. Hurst. 

35, Grove-road South, Southsea, 
POTTERS BAR AND DISTRICT HOSPITAL, Mutton- 
lane, POTTERS BAR, MIDDLESEX. (57 Beds.) RESIDENT 
LOCUM SENIOR HOUSE OFFICER required.  Single- 
handed post, dealing with both medical and surgical cases. 

Apply to Group Secretary, 1, Wellhouse-lane, Barnet, Herts. 

UG@BY. HOSPITAL OF ST. CROSS. Locum House 
SURGEON for Orthopedic and Accident Department. 

Apply, stating age, and qualifications, to Hospital Secretary. 
RUGBY. HOSPITAL OF ST. CROSS AND ST. MARY’S 
HOSPITAL. HOUSE SURGEON for Obstetric (50 Beds) and 
Gynecological (12 Beds) Departments. Required 17th August. 

Applications, stating age, qualifications and experience, 
together with copy testimonials, to Hospital Secretary. 
RYDE. ROYAL ISLE OF WIGHT COUNTY HOSPITAL. 
CASUALTY OFFICER AND ORTHOPASDIC HOUSE 
SURGEON (Senior House Officer grade). Active Surgical 
Department with considerable amount of traumatic surgery. 
Resident post. 

Applications, stating age, qualifications, experience, and 
names of 2 referees, to Group Secretary, Hospital Management 
Committee Headquarters, Clatterford House, Carisbrooke, I.W. 
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SOMMITTEE. plications are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER (Area ‘Aeclbent and Orthopeedic 
Department), now vacant. Duties (which include casualty 

) eds). Person appo egistrar 
and Howse — pp work with R 

pplications, stating age, nationality, present post, quali- 
fications with dates, together with names bf 2 yetinees Ps the 
Group Secretary, 3, Craven-road, Reading. 
READING. ROYAL BERKSHIRE HOSPITAL (403 Beds) 
AND BATTLE HOSPITAL (343 Beds). Applications are invited for 
2 resident posts of HOUSE SURGEON, Accident and Orthopedic 
Depat ment, both vacant Ist August for 6 months. Also 

pply with full particulars, and copies of recent te 
to Secretary, Royal Berkshire Hospital, Reading. onsite 
READING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) fepticetions are invited for the post of RESIDENT 
ANXSTHETIST (House Officer), vacant Ist August for 6 
months. Post recognised for D.A 


Applications, with full particulars, and copies of recent testi- 
monials to Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. Reading 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applicatio 
are invited for the post of SENIOR HOUSE OFFICER (anaes 
thetics) vacant 15th July for duties at the above Hospital. 

Apply, with full particulars, and copies of recent testimonials, 
to Group Secretary, 3, Craven-road, Reading. _ 


REDRUTH. CAMBORNE-REDRUTH HOSPITAL. (i151 
Beds—4 Residents.) WEST CORNWALL HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (surgical) required 
for the above Hospital. Post vacant 7th August, 1953. This 
is a general hospital with a great variety of cases. The post 
gives good experience in diagnosis, operative and postoperative 
treatment, and in actual operative procedure to the candidate. 
wit owe. and nationality, together 
references, osp Secre » Camborne- 

Hospital, Redruth, Cornwall. 
REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. (139 Beds.) REDHILL GROUP HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER (Male), 
Duties mainly surgical, with some medicine. 

Apply, stating the names of 2 referees or testimonials, to 
Hospital Secretary. 
REDHILL COUNTY HOSPITAL. (576 Beds.) Redhill 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
H OUSE SURGEON, Post recognised for Pre-registration 
Service and F.R.C.S. 


Apply to Group Secretary, Redhill County Hospital, Earlswood 
Common, Redhill, Surrey. 


RHONDDA. PORTH AND DISTRICT HOSPITAL. 
(110 Beds—this Hospital is visited regularly by Consultants 
from the Cardiff Royal Infirmary.) PONTYPRIDD AND RHONDDA 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of HOUSE OFFICER (surgical and casualty). 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Group Secretary, Pontypridd and Rhondda 
Hospital Management Committee, Courthouse-street, Pontypridd. 
RHONDDA. PORTH AND DISTRICT HOSPITAL, 
PORTH. (110 Beds—visited regularly by Consultants from the 
Cardiff Royal Infirmary.) PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE. JUNIOR HOSPITAL MEDICAL 
OFFICER (surgical). 

Applications, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Group Secretary, Pontypridd and Rhondda 
=— Management Committee, Courthouse-street, Ponty- 
pridd. 

ROCHDALE INFIRMARY. Rochdale and District Hos- 
PITAL MANAGEMENT COMMITTEE. HOUSE SURGEON. Post 
recognised for 6 months for F.R.C.S. examination and under 

pply at once to the Group Secretary, Central O ; 

Hill Hospital, Rochdale. 
ROCHDALE INFIRMARY. Rochdale and District Hos- 
PITAL MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
(orthopeedics), Post recognised for 6 months for F.R.C.S. 
examination. 


Apply at once to the Group S¢cretary, Central Offices, 
ROCHDALE INFIRMARY. Rochdale and District Hos- 
PITAL MANAGEMENT COMMITTEE. HOUSE PHYSICIAN. Post 
pply at once to the Group Secretary, Central Offices, 

Hil) Hospital, Rochdale. 
ROCHDALE. BIRCH HILL HOSPITAL. (Generai— 
951 Beds.) ROCHDALE AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE, SENIOR HOUSE OFFICER (anesthetics). 
il ne for 1 year and post recognised for D.A. 

Applications at once to Group Secretary, Cent: 

Birch Hill Hospital, Rochdale. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. Appli- 
cations are invited from registered medical practitioners for the 
vost, now vacant, of HOUSE SURGEON (resident) for duties 
n the Casualty and Admissions Department at the above 
Hospital. This is a large General Hospital, with specialised 
departments dealing with all types of acute medical and surgical 
eases. The post affords good opportunity for gaining tuition 
and experience. 

Applications should be addressed immediately to the Secre- 
tary of the Romford Group Hospital Management Committee. 
Oldchurch Hospital, Romford, stating age, nationality, qualifi- 
—. experience and 2 testimonials of recent date or names of 
2 referees. 
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ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds. ) Applications are invited for the post of RESIDENT 
HOUSE SURGEON in the General Surgical Unit. Recognised 
for F.R.C.S. 6 months appointment. This very active General 
Surgical Unit of approximately 100 Beds affords ample oppor- 
tunity for candidates to obtain first-class tuition and experience. 
Applications, stating age, nationality, qualifications with 
dates, and details of experience, together with copies of 2 recent 
testimonials or names of 2 referees, should be sent immediately 
to the Group Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford. : 


ROMFORD, ESSEX. VICTORIA HOSPITAL. (91 Beds.) 
Applications are invited from registered medical practitioners 
(Male) for the post of RESIDENT HOUSE PHYSICIAN 
vacant from 16th August,1953. The duties will include experience 
in gynecology. 6 months appointment. 
Applications, stating age, nationality, qualifications with 
tes, and experience, together with copies of 2 recent testi- 
monials or names of 2 referees, should be sent immediately to the 
Secretary, Romford Group Hospital Management Committee, 
QOldchurch Hospital, Romford. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (604 
Beds.) Applications are invited from registered and pre- 
tration practitioners for the appointment of RESIDEN 
Recognised for 


HOUSE SURGEON (House Officer grade). 
F.R.C.S. Vacant on 24th July, 1953. 
Applications, &c., to be forwarded to the undersigned by 11th 
uly, 1953. J.C. Fre.p, Secretary. 


SALFORD ROYAL HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE. Applications are invited for the post of 
SENIOR HOUSE OFFICER (anesthetics). The position, which 
offers wide experience in all branches of anzesthetics, is recognised 
for the D.A. Salary subject to a deduction of £155 p.a. for 
board and lodging. 

Applications, with copies of 3 recent testimonials, should be 

sent immediately to the Hospital Secretary, Salford Royal 
Hospital, Salford, 3. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. RESIDENT HOUSE 
SURGEON to Department of Obstetrics (40 Beds) and 
Gynecology (35 Beds) required. The post, which is at present 
vacant, is approved for Pre-registration Service under the 
Medical Act, 1950. 

Applications, naming 2 referees, should be sent as soon as 
woe to the Group Secretary, Odstock Hospital, Salisbury, 


SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of RESIDENT HOUSE PHYSICIAN for 
a period of 6 months from 20th August, 1953. Pre-registration 
post under Medical Act, 1950. 

Apply, naming 2 referees, to Group Secretary, Odstock 
Hospital, Salisbury. 

SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of RESIDENT HOUSE SURGEON for 
a period of 6 months. Post vacant at present and is open to 
pre-registration candidates. 

Apply, naming 2 referees, to Group Secretary, Odstock 
Hospital, Salisbury. = 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of RESIDENT HOUSE SURGEON or 
SENIOR HOUSE OFFICER to the Orthopedic Department. 
Post vacant now and is graded according to experience. 

Apply immediately, naming 2 referees, to Group Secretary, 
Odstock Hospital, Salisbury. 

SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. CRAIG DUNAIN HOSPITAL, INVERNESS. Applications are 
invited for the whole-time resident post of SENIOR REGIs- 
TRAR in Psychiatry at Craig Dunain Hospital, Inverness. 

Forms of application and further particulars can be 
obtained from the undersigned, with whom applications should 
be lodged by 15th July, 1953. 

A. M. FRASER, M.D., 
Secretary and Administrative Medical Officer. 

Office of the Northern Regional Hospital Board, 

aigmore, Inverness. 
SCUNTHORPE. WAR MEMORIAL HOSPITAL. (269 
Beds. ) SCUNTHORPE HOSPITAI MANAGEMENT COMMITTEE. 
Vacancy for HOUSE PHYSICIAN (Senior House Officer) 
end of August in busy department offering excellent clinical 
experience. 

_ Applications, naming 2 referees, to Group Secretary. 
SOUTHALL, MIDDLESEX. ST. BERNARD'S HOS- 
PITAL FOR NERVOUS AND MENTAL DISORDERS. Applications are 
invited for a post of JUNIOR HOSPITAL MEDICAL OFFICER. 
This Hospital undertakes all modern psychiatric treatments both 
physical and psychotherapeutic, and the medical staff conduct 
several psychiatric outpatient clinics. National Health Service 
salary and conditions. 

Applications, giving full details, and copies of 3 recent testi- 
monials, should be sent to the Physician-Superintendent, within 
14 days of appearance of this advertisement. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. WEST DORSET GROUP HOSPITAL MANAGEMENT 
COMMITTEE. REGISTRAR in Pathology (preferably resident), 
vacant Ist August, 1953. General laboratory and emergency 
duties, with training in all branches. Some laboratory experience 
essential. Salary of £775 p.a. in the first year, £890 p.a. in the 
second and subsequent years, with deduction of £160 p.a. for 
board-residence, &c. Candidates may visit the Laboratory by 
appointment. 

Application forms, which should be returned, duly completed, 
by 11th July, 1953, from Group Secretary, West Dorset Group 
on Management Committee, Damers-road, Dorchester, 

orset. 


SHEFFIELD. CITY GENERAL HOSPITAL. Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time NON-RESIDENT 
REGISTRAR (anesthetics) required. Appointment for 1 year 
in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 20th July, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 3 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited from suitably qualified medical practitioners for the 
resident post of SENIOR HOUSE OFFICER to the Thoracic 
Surgery Unit at present vacant. Preference will be given to 
candidates with experience in chest diseases and holding a 
higher surgical qualification. : 

Apply, giving full details of age, qualifications, present and 

revious appointments with dates, and the names of 2 persons 

whom reference may be made, to the undersigned at Nether 
Edge Hospital, Sheffield, 11. W. STANSFIELD, Secretary. _ 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY UNIT. Applications are invited for the post of 
SENIOR HOUSE OFFICER to the E.N.T. Department at the 
above Hospital. F 

Applications, stating age, qualifications and experience, with 
the names of 3 referees, to be sent immediately to the Super- 
intendent, Royal Infirmary, Sheffield, 6. . = 
SHEFFIELD. MIDDLEWOOD HOSPITAL. (Recognised 
training hospital for D.P.M.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time REGISTRAR (psychiatry) required with 
duties also at associated M.D. Institutions. Accommodation is 
available. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 13th July, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD, 6. MIDDLEWOOD HOSPITAL. (2000 
Beds.) SHEFFIELD NO. 2 HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from Male or Female Officers for the 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER 
or SENIOR HOUSE OFFICER at Middlewood Mental Hospital. 
Living-quarters and residential services are available for single 
officers. Remuneration will be in accordance with the terms and 
conditions of service issued by the Ministry of Health, There are 
good facilities for postgraduate study for the D.P.M-, and there 
is full collaboration with the general hospital situate in the same 
grounds. Excellent laboratory and other special departments. 
Extensive psychiatric outpatient service. 

Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees, should be 
forwarded immediately to the Medical Superintendent, Middle- 
wood Hospital, Sheffield, 6. R. BRADLEY, Group Secretary. _ 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT REGISTRAR (chest diseases ) required 
immediately for the Sheffield Chest Service. Appointment for 
1 year in first instance. Duties will include sessions at 1 of the 
Sanatoria and at the Central Chest Clinic, with the possibility 
of some mass radiography experience. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 13th July, 1953, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT LOCUM REGISTRAR _ (orthopedics) 
required at the General Hospital, Nottingham, for a minimum 
period of 6 weeks from 4th July. Remuneration at rate of 
£16 per week with a reduction for residence. 

rye to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, naming 2 referees. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Resident 
LOCUM MEDICAL REGISTRAR required immediately at the 
City Hospital, Derby, for a minimum period of 3 months. 
Remuneration at the rate of £16 per week with a deduction for 
residential emoluments. 

Apply to the Secretary, Sheffield Regional Hospital- Board, 

Old Fulwood-road, Sheffield, naming 2 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT LOCUM REGISTRAR (anvsthetics) required 
immediately at the General Hospital, Grimsby, for approximately 
2 months. Remuneration at rate of £16 per week with a deduction 
for residence. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, naming 2 referees. _ 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT LOCUM SENIOR REGISTRAR (chest 
diseases) required immediately at the Wathwood Hospital, 
Moorgate, Rotherham, for approximately 2 months. Duties 
will include clinic and sanatorium work. Remuneration at rate 
of £22 per week with a deduction for residence. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, naming 2 referees. 


STOKE-ON-TRENT HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of RESIDENT 
ASSISTANT CLINICAL PATHOLOGIST to the Stoke-on-Trent 
Group of hospitals, vacant on Ist September, 1953. Single 
accommodation is available at the North Staffs Royal Infirmary. 
The post is of Junior Hospital Medical Officer status, but 
applications from practitioners with less than the required 2 
years qualification period will be considered, in the grade of 
Senior House Officer. The post offers exceptional experience in 
hospital laboratory work and the laboratory is recognised for the 
Diploma in Clinical Pathology and also for the Diploma in 
Pathology. 

Applications, stating age, nationality, and full details of 
previous appointments held, together with copies of 3 recent 
testimonials, should be forwarded to the Group Secretary 
Hospital Management Committee, Princes-road, Stoke-on-Trent 
as soon as possible. 
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STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE OFFICER (orthopedics) required, vacant 
now. Post recognised for F.R.C.S. 

Applications, stating age and nationality, together with details 
of previous service, to the Group Secretary, Stoke-on-Trent 
Hospita Management Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFS ROYAL 
INFIRMARY. (475 Beds.) STOKE-ON-TRENT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for post of SENIOR 
HOUSE OFFICER (ophthalmics), vacant Ist July, 1953. 
Recognised for F.R.C.S. and D.O. 

Applications, stating age, and experience, together with copy 
testimonials, to the Group Secretary at Head Office, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. “4 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE apo 
cations are invited for the post of HOUSE OFFICER (med cal), 
4 posts vacant shortly. Posts recognised for experience during 
pre-registration period. 

Apply, with copy testimonials, stating age, nationality, and 
full details of a service, to the Group Secretary, Hospital 

Management Committee, Princes- road, Stoke-on-Trent. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COM- 
MITTEE. ORTHOPASDIC HOSPITAL, HARTSHILL. Applications are 
invited for the post of SENIOR HOUSE OFFICER (ortho- 
peedics), vacant now 

Applications, stating age, and nationality, together with 
details of previous service, to the Group Secretary, Stoke-on-Trent 
Hospital Management Committee, Princes-road, Stoke-on-Trent. 
SHREWSBURY. ROYAL SALOP INFIRMARY. (241 


Beds.) Applications are iuvited from registered medical practi- | 


tioners (Male or Female), for the appointment of a CASUALTY 
OFFICER (Senior House Officer grade), resident or non- 
resident ; duties to be from 9 A.M. to 5 P.M. each day, except 
Saturday, which should be 9 a.m. to 1 P.M., and the applicant 
may be required to do 1 weekend duty in 3. The post is 
recognised under the revised Fellowship regulations in respect 
of the 6 months training required in the Casualty Department. 

Applications, stating age, qualifications, nationality and 
experience, by copy should be sent 
to— MALLETT, Secretary 

Sn ONT, Group 15 Hospital anagement Committee. 

_Royal Sal nfirmary, Shrewsbury, 9th June, 1953. 
SHREWSBURY. ROYAL SALOP INFIRMARY. (241 
Beds.) SHREWSBURY GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from istered medical practitioners 
for the appointment of ORTHOPADIC/ACCIDENT HOUSE 
SURGEON (Senior House Officer). The successful a 
will be allowed to attend for 2 days a month at The 
Jones and Agnes Hunt Orthopedic Hospital, Oswestry, for 
postgraduate study with the Consultant. The post is recognised 
under the revised Fellowship regulations in respect of the 6 
months training required of candidates for the Final Fellowship 
examination. 

Applications, stating age, qualifications, nationality and 
experience, accompanied by copy testimonials, should be sent 
to— J. P, MALLert, Group Secretary, 

Group 15 Hospital Management Committee. 

Royal Salop Infirmary, Shrewsbury, 13th June, 1953. 
SOUTHPORT AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. 

General Infirmary (recognised for  pre- 
tration purposes) 

HOUSE SU RGEON (general surgery and gynecology ). 

HOUSE SURGEON surgery and ophthalmology ). 
The oo _ vacant in ly and recognised for F.R.C.S. 

ort Promenade Hospita 
HOUSE SURG EON (mainly crthapadics and E.N.T.), vacant 


uly 
Temporary HOUSE SURGEON. Day-to-day basis, vacant 
no 


oy are resident and tenable for 6 months in first instance. 

National Health Service terms and conditions apply. 

Apply, stating age, qualifications, nationality, post required, 
with 2 copy testimonials, to— 

T. Crook, Group Secretary, 

Southport and District Hospital Management Committee. 

Promenade Hospital, Southport. 

SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) HOUSE SURGEON (resident) required 
from July. Post recognised for F.R.C.S. Tenable 6 months. 

Applications, with copies of recent testimonials, should be 

forwarded as soon as possible to the Group Secretary, Southamp- 
ton Group Hospital Management Committee, Bullar-street, 
Southampton. 
SOUTHAMPTON. SOUTH HANTS HOSPITAL 
(278 Beds) AND SOUTHAMPTON GENERAL HOSPITAL (471 Beds). 
SENIOR HOUSE OF FICER (E.N.T.) beginning 
of Anson. Post is recognised for the F.R.C.S. (Eng.) and 
D.L.O. examinations and provides experience in “all branches 
of E.N.T. work, including audiometry. The Group includes 
a diagnostic and distributing hearing- aid centre. 

Applications, with copies of recent testimonials, should be 

forwarded as soon as possible to the Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, South- 
ampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) CASUALTY OFFICER/SENIOR HOUSE 
OFFICER (orthopedic) required for the above Hospital (Ortho- 
peedic Unit, 74 Beds). This Hospital is the centre to which all 
trauma from a = ¥ industrial town and port is directed, thus 
providing excellent experience in the treatment of traumatic 
conditions. 

Applications, with copies of testimonials, to be submitted 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
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SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) HOUSE PHYSICIAN (resident) required from 
llth July. Recognised for Pre-registration Service. Post 
tenable 6 months. 

Applications, with copies of testimonials, should be forwarded 

the Group Secretary, Southampton Group Hospital Manage- 

ment Committee, Bullar-street, Southampton, as soon as 
SOUTHAMPTON GENERAL HOSPITAL. (80 surgical 
beds.) HOUSE SURGEON (resident) required from beginning 
of August. Post tenable for 6 months. Recognised for F.R.C.S. 
and for Pre-registration Service. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton 
Management Committee, Bullar-street, South- 
ampto: 

SOUTHAMPTON GENERAL HOSPITAL. (Reco 
for the Membership and Diploma examinations of the R. 
2 HOUSE SURGEONS (resident) required early August 
in the Gynecological and Obstetric Unit. Posts tenable 6 
months, 1 being recognised for Pre-registration Service. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possible to the Group Secretary, South- 
ampton Group Hospital Management Committee, Bullar- 
ST. ALBANS CITY HOSPITAL, St. Albans, Herts. 
(372 Beds.) CASUALTY OFFICER (Registrar grade) required 
for the Casualty Department at the above Hospital. Post 
recognised for the F.R.C.S. regulations and vacant end of July, 
1953. This is a temporary appointment. 

Applications, stating , qualifications, and experience, 
together with the names of 2 referees, should be forwarded to 
the Acting Group Secretary, St. Albans City Hospital, Normandy- 
ST. HELENS. ECCLESTON HALL HOSPITAL. (75 
Beds.) Applications are invited from suitably qualified registered 
medical practitioners for the post of SENIOR HOUSE OFFICER 
at the above Hospital. Salary in accordance with the terms and 
conditions of service for medical staff. The person appointed 
will work under the supervision of the Consultant Chest Physician 
for the Group. There are 75 Beds and the work comprises all 
types of tuberculosis. Good residential accommodation for a 
single person, male or female, is available. 

Applications to be forwarded to the undersigned immediately. 

N. RICHARDS, Secretary, 
St. Helens and District Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot. 


ST. HELENS HOSPITAL. (196 Beds.) Applications are 
invited from suitably qualified medical practitioners for the 
appointment of SENIOR HOUSE OFFICER to act as Casualty 
cer. Salary in accordance with the terms and conditions of 
service for medical staff. The appointment will be subject to 
annual review. 
Applications to be. forwarded to the otgnet immediately. 
. RICHARDS, Secreta 
St. Helens and District ital. Committee. 
__ Group Office, County Hospital, Whiston, Beer Prescot. 


ST. HELENS HOSPITAL. (196 Beds). omens are 
invited for the appointment of RESIDENT ‘f YSI- 
CIAN. 6 months appointment. Salary in the 
terms and conditions of service for mation! staff 

Applications, stating age, qualifications and experience, and 
giving 2 names for reference, should be forwarded to the under- 
signed as soon as —, 

RICHARDS, Secretary. 
St. Helens and Distriet Hospital Committee. 
Group Office, County Hospital, Whiston, near Prescot. 


ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the following 
posts which are recognised under the Medical Act as pre- 
registration appointments :— 
County Hospital, Whiston (882 Beds) 
HOUSE SURGEON, vacant 1st September. 
St. Helens Hospital (196 Beds) 

HOUSE SURGEON, vacant Ist meena. 

HOUSE PHYSIC TAN, vacant no 
Salary in accordance with the termes ‘and conditions of service 
for medical staff. 

Applications, stating age, qualifications and experience, and 

ving 2 names for reference, should be forwarded to the under- 
signed as soon as possible. RICHARDS, Secretary. 

Group Office, County Hospital, W histon, near Prescot. 
STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (anesthetics), Male or Female. 
Recognised for D.A. Post now vacant. Duties mainly at the 
General Infirmary, Stafford, which is the main and acute general 
hospital of the Group. 

Applications, with copies of 3 testimonials, to the Group 
Secretary, Stafford Hospital Management Committee, 13, Fore- 
gate-street, Stafford. 
STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (159 Beds—Recovery Unit 32 Beds.) STAFFORD HOSPITAL 
MANAGEMENT COMMITTEE. HOUSE SURGEON (Male or Female). 
Post recognised for Pre-registration Service and for F.R.C.S.Eng. 

Applications, giving full particulars, together with copies of 

3 recent testimonials, to be forwarded to the Group Secretary, 
13, Foregate-street, Stafford. 
SWINDON HOSPITAL GROUP. (536 Beds.) Swindon 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications 
invited from registered medical Di ge for the post of 
RESIDENT HOUSE SURGEON for General Surgical Unit 
(80 Beds). Post recognised for F.R.C.S. Married accommodation 
available. 

Applications, giving full details, and names of not more than 
3 referees, to Secretary, Swindon and District Hospital Manage- 
ment Committee, 7, Okus-road, Swindon, as soon as possible. 
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SWINDON HOSPITAL GROUP. (536 Beds.) Appli- 
cations are invited for the appointment of RESIDENT 
CASUALTY OFFICER (Senior House Officer grade). Post 
recognised by R.C.S. for 6 months of years traini under 
Fellowship regulations. Work of Accident and Orthopedic 
Department, being associated with Wingfield-Morris Orthopedic 
Hospital, Oxford, includes large number of industrial injuries. 
Residential emoluments £120 p.a. 

Full details, giving names of 2 referees, to Secretary, 7, Okus- 
road, Swindon, as soon as possible. 

SWINDON HOSPITALS. (500 Beds.) Applications 
invited from registered medical practitioners for vacancies 

occurring on 25th July, 1953, and 7th August, 1953, for ts of 
RESIDENT HOUSE PHY SICIANS in acute Medical Unit of 
64 Beds at St. Margaret’s Hos 

Full details together with pee my of 3 recent testimonials, to 
Secretary, Swindon and District Hospital Management Com- 
mittee, 7, Okus-road, Swindon, Wilts, as soon as possible. 
SWANSEA. MORRISTON HOSPITAL. - Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. —— 
are invited from registered medical practitioners for the resident 
appointment of SENIOR HOUSE OFFICER in the Casualty 
Department, with duties in the Orthopedic Department. 

Applications, stating age, edical Super and experience, 
should be addressed to beans Medical Superintendent, Morriston 
Hospital, Swansea. _ HOWELLS, Group Secretary. 
SWANSEA. MORRIGTON HOSPITAL. (450 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the resident 
appointment of SENIOR HOUSE OFFICER in the Traumatic 
and Orthopedic Surgical Department. 

Applications, stating age, qualifications and experience, should 
be addressed to the Medical cent, Morriston Hospital, 
Swansea. . C. HOWELLS, Group Secretary. 
SWANSEA. MORRIETON HOSPITAL. (450 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the resident 
appointment of SENIOR HOUSE OFFICER in the Surgical 

nit at the above Hospital. 

Applications, stating age, qualifications and experience, should 
be addressed to the Medicsi Superintendent, Morriston Hospital, 
Swansea. O. C. HOWELLS, Group Secretary. 
STOCKPORT. STEPPING HILL HOSPITAL. (464 
Beds.) Applications are invited for the post of SENIOR HOUSE 
OFFICER (Assistant Resident Surgical Officer) 

Applications, a age, experience and _ qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport, Cheshire, immediately. 
STOCKPORT INFIRMARY, Stockport, Cheshire. Locum 
HOUSE OFFICERS required for July and early August (in 
particular non-resident Casualty Officer for a fortnight com- 
mencing July 25th). Senior House Officer rates of pay. 

Apply immediately to the Administrative Officer. 
STOCKPORT INFIRMARY, Stockport. (163. Beds.) ) 

son are invited for the post of SENIOR HOUSE 
OFFICER or HOUSE OFFICER (House Physician). 

Applications, stating age, experience and qualifications, 
together with copies of 2 testimonials, to be addressed ‘to the 
Secretary. Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport, Cheshire, immediately, 


SULLY HOSPITAL, Sully, Penarth, Glam. Major 
THORACIC CENTRE. (324 Beds ) CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE OFFICER required for above Hospital 
commencing Ist August, 1953. Experience gained in medical 
and surgical treatment of all chest diseases in adults and 


children 
addresses of 2 


a giving full details with names and 

ferees, to Group Secretary, Cardiff Hospital Management 
44, Cathedral-road, Cardiff. 
SULLY HOSPITAL, Sully, Penarth, Glam. Major 
THORACIC CENTRE. (324 Beds.) CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER required at above 
Hospital, commencing Ist August, 1953. Experience gained in 
medical and surgical treatment of all chest diseases. 

Form of application within 7 days from Group retary, 
Hospital Management Committee, 44, Cathedeal 


TAPLOW, | near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
ost vacant 29th August, 1953 ; post recognised for the F.R.C.S. 
ference will be given to persons seeking a pre-registration 
House Officer post under the Medical Act, 1950. Salary on 
national scale. 

Applications, stating age, experience, and qualifications 
with dates, together with copies of 2 testimonials, should be 
sent to the Hospital Secretary by 17th July, 1953. 

TAPLOW, near MAIDENHEAD. CANADIAN RED 

OROSS MEMORIAL HOSPITAL. HOUSE PHYSICIAN required for 

post vacant 19th August. Salary on national scale. Preference 

a = iven to persons seeking a pre-registration House Officer 
er the Medical Act, 1950. 

stating age, experience, and qualifications, with 
dates, together with copies of 2 testimonials, should be forwarded 
to the Hospital Secretary by 10th July, 1953. 

TAUNTON HOSPITAL MANAGEMENT COMMITTEE. 
TAUNTON AND SOMERSET HOSPITAL (Musgrove Park and East 
Reach Branches). Applications are invited from registered 
medical practitioners for the post of SENIOR HOUSE OFFICER 
The Hospital is recognised for training for the 

A., and previous experience ip anesthesia, while desirable, is 
not essential. 

Applications, stating age, qualifications with dates, and details 
of experience, together with 2 testimonials, should be sent 
imm ~ tad to the Secretary, Musgrove Park Hospital, Taunton, 
Somerse 


TAUNTON HOSPITAL MANAGEMENT COMMITTEE. 
TAUNTON AND —— HOSPITAL (Musgrove Park and East 
Reach Branches). Applications are invited for the appointment 
of SENIOR RESIDENT OFFICER (surgical) in the grade of 
Senior House Officer. The post is tenable for 1 year with a 
salary of £670 p.a., less a deduction of £150 p.a. in respect of 
board-residence. This is a post giving excellent experience in 
surgery including operating work according to qualifications 
and experience. The post is recognised by the Royal College 
of Surgeons as a qualifying appointment for the final Fellowship 
examination. 

Applications, stating age, nationality, qualifications with 

dates, and de tails of experience, together with the names and 
addresses of 2 referees, should be sent to the Secretary, Musgrove 
Park Hospital, Taunton, Somerset. 
TAUNTON AND SOMERSET HOSPITAL (East Reach 
Branch). Applications are invited from registered medical prac- 
titioners for the post of SENIOR HOUSE OFFICER (casualty 
and orthopedic). 

Applications, stating age, qualifications with dates, nationality, 
details of experience, together with 2 recent testimonials, to be 
sent immediately to the Secretary, Taunton Hospital Manage- 
ment Committee, Musgrove Park Hospital, Taunton, Somerset. 
TORQUAY. TORBAY HOSPITAL. Torquay District 
HOSPITAL MANAGEMENT COMMITTEE. RESIDENT SENIOR 
HOUSE OFFICER, with previous experience in general 
medicine, required immediately. 

Applications, stating qualifications, aottonsiity, age, with 
copies of testimonials (quoting Ref. F.955/32), to be sent to the 
Group Secretary, Torquay District Management 
Committee, 62/64, East-street, Newton Abbot, S. Devon. 


TORQUAY. TORBAY HOSPITAL. Torquay District 
HOSPITAL MANAGEMENT COMMITTEE. RESIDENT SENIOR 
HOUSE OFFICER, with previous experience in surgery, 
required immediately. (Post recognised for F.R.C.S.) 
Applications, stating qualifications, nationality, age, with 
copies of testimonials (quoting Ref. F.955/30), to be sent to 
the Group Secretary, Torquay District ro Management 
Committee, 62/64, East-street, Newton Abbot, S. Devon. 


TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—212 Beds. 9 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited ‘for the 2 
posts of SENIOR RESIDENT HOUSE OFF!CER to the 
Orthopeedic and Traumatic Department. This is a large and 
busy centralised unit with 2 Consultants, 64 Beds. and Out- 
patient Departments also 45-Bed Rehabilitation Annexe which 
deal with the whole of the West Cornwall Area. The posts 
are now vacant, and are tenable for 1 year. 

Applications, stating age, nationality, qualifications and 

experience, and accompanied by copies of 2 recent testimonials, 
should be forwarded to the Hospital Secretary, Royal Cornwall 
Infirmary, Truro, without delay. 
TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—212 Beds. 9 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
pre-registration students or qualified medical practitioners 
for HOUSE SURGEON (Male or Female) for General Surgery 
and Gynecology, vacant 5th August, 1953. The successful 
candidate will be responsible jointly with the House Surgeon 
for the 66 Beds allocated to the 2 specialties. 

Applications, stating age, “qualific ations and experience, 
and enclosing copies of 2 recent testimonials, should be sent 
to the Hospital Secretary. 


WATFORD PEACE MEMORIAL | ‘HOSPITAL AND 
SHRODELLS HOSPITAL, WATFORD. NORTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. MEDICAL REGISTRAR required 
at above Hospitals which may be visited by direct appointment. 
Application forms obtainable from, and returnable to, Group 
Secretary, West Herts :iroup Hospital Management Committee, 
9, Rickmansworth-road, Watford, Herts, by not later than 10 
days after the appearance of this advertisement. 
WATFORD PEACE MEMORIAL HOSPITAL AND 
SHRODELLS HOSPITAL, WATFORD. NORTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. SURGICAL REGISTRAR required 
at above Hospitals which may be visited by direct appointment. 
Application forms obtainable from, and returnable to, Group 
Secretary, West Herts Group Hospital Management Committee, 
9, Rickmansworth-road, Watford, Herts, by not later than 10 
days. after the appearance of this advertisement. 
WATFORD CHEST CLINIC. North West ‘Metropolitan 
REGIONAL HOSPITAL BOARD. REGISTRAR required at Watford 
Chest Clinic, Shrodells Hospital, Watford, with duties on the 
Tuberculosis Wards at Shrodells and Holywell Hospitals, 
Watford. Previous experience of pneumothorax work essential 
and sanatorium experience desirable. Hospitals and Clinic 
may be visited by direct appointment. Post vacant Ist July, 


53. 

Application forms obtainable from and returnable to Group 

Secretary, West Herts Group Hospital Management Committee, 
9, Rickmansworth-road, Watford, Herts, by not later than 10 
days after the appearance of this advertisement. 
WARE PARK HOSPITAL, Ware, Herts. (129 Beds— 
Pulmonary Tuberculosis.) Locum JUNIOR HOSPITAL 
MEDICAL OFFICER (resident) required for period 13th 
July-—26th July inclusive. Salary £16 per week. 

Applications to Hospital Secretary (Telephone : Ware 100). 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER (Resident Casualty Officer). The commencing salary 
is in accordance with the scale £700-—£50-£1000 less a deduction 
of £130 for residential emoluments. 

Aaoueatints: stating age, experience and qualifications, 
should be sent to— 

H. L. Boot, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 
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WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for a vacancy at the above Hospital fora RESIDENT 
HOUSE SURGEON (Male or Female). Salary will be £350— 
£450 p.a., less a deduction of £100 for full residential emoluments. 

Applications should be sent to— 

Boor, Group Secretary, 

Warrington and Distri ict Hospital ~ nore APN Committee. 

c/o General Hospital, Warrington, Lancs. 

WARRINGTON GENERAL HOSPITAL. (368 Beds.) 
Applications are invited for the post of HOUSE SURGEON 
(Male or Female) at the above Hospital. National Health 
Service terms and conditions. The staffing of the Surgical Unit 
consists of a Senior Registrar, Senior House Officer, and 2 
House Surgeons. The post offers a comprehensive training in 
surgery. 

Apply, giving full particulars to— 

H. L. Boor, Group Secretary, 
Warrington and District Hospital Management Committee. 
c/o General Hospital, Warrington, Lancs. 
WARRINGTON (near). WINWICK HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER. Salary £700-£50—-£1000 
p.a., with a charge of £180 p.a. for full board-residence. All 
modern methods of treatment of mental illness and nervous 
disorders are available in this Hospital of 2200 Beds which is 
recognised for training for the D.P.M. Appointment subject to 
the terms and conditions of hospital medical and dental staffs. 

Applications, with full details of qualifications, experience, 

&c., and names and addresses of 2 referees, to be sent to the 
Medical Superintendent as soon as possible. 
WARWICK HOSPITAL. Applications are invited “for 
the resident appointment of PACDIATRIC HOUSE OFFICER 
(Male or Female), vacant Ist August. 30-Bedded Pediatric 
Unit. The Hospital is recognised for D.C.H. 

Applications, with 2 recent testimonials, to the Administrative 
Officer, Warwick Hospital, Lakin-road, Warwick. 
WARWICK HOSPITAL. Applications are invited for 
the resident post of HOUSE OFFICER in Orthopedics. Work 
includes attendance at Clinics. 

Applications, with copies of 2 recent testimonials, to the 
Administrative Officer, Warwick Hospital, Lakin-road, Warwick. 
WARWICK HOSPITAL, Lakin-road, Warwick. os 
Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP. Applica 
are invited for the appointment of CASUALTY OrICEtt 
(Male or Female), Senior House Officer grade. The post is 
suitable for one reading for higher qualifications and offers 
facilities for contact with all Specialist Units in the Hospital. 

Applications, together with 2 testimonials, to be sent to the 
Administrative Officer, Warwick Hospital, Lakin-road, Warwick. 
WARWICKSHIRE. SOUTH WARWICKSHIRE HOS- 
PITAL GROUP (NO. 14). Applications invited from General 
Practitioners for appointment of CLINICAL ASSISTANT in 
E.N.T. Department. Duties mainly at Warwick Hospital. 
4 notional half-days per week. E.N.T. experience and qualifica- 
hor 9 = Salary at the rate of £175 p.a. per notional 

alf-day 


Agee ations to the Group Secretary, 87, Radford-road, 

Leamington Spa. 
WALLINGFORD-ON-THAMES. FAIR MILE MENTAL 
HOSPITAL, SENIOR HOUSE OFFICER required at above 
Hospital. The Hospital is recognised for training for the 
Diploma in Psychological Medicine, and facilities will be granted 
for attendance at approved courses which are available in the 
region. Salary in accordance with the terms and conditions 
of service of hospital medical staff. 

Applications in writing should be sent to the Medical Super- 
intendent as soon as possible. 

WALSALL GENERAL HOSPITAL, Staffs. Resident 
ANASTHETIST (Senior House Officer) required immediately. 
Post recognised for D.A., and tenable for 1 year. 
Apply Secretary. 
WEMBLEY HOSPITAL (Sharing Cross Group), Wembley, 
MIDDLESEX, CASUALTY OFFICER (Junior Hospital Medical 
Offic er grading) required as locum tenens at the above Hospital 
from 20th July to 2nd August inclusive. Non-resident post. 
National Health Service salary terms and conditions of service. 

Apply, giving full particulars of age, nationality &c., to the 

Secretary. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (110 
Beds.) Applications are invited from registered medical prac- 
titioners for the resident appointment of HOUSE PHYSICIAN 
(first, second, or third post), vacant early July. The appoint- 
ment is for 6 months in the first instance and may be renewed 
for a further 6 months. 

Applications, stating age, qualifications and experience, 

together with names and addresses of 2 referees, should be 
addressed to the Secretary, Weston-super-Mare Hospital 
Management Committee. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (110 
Beds.) Applications are invited from registered medical practi- 
tioners for the resident appointment, vacant mid-August, of 
HOUSE SURGEON (first, second, or third post). The appoint- 
ment will be for a period of 6 months in the first instance and 
may be renewed for a further 6 months. 

Applications, stating age, qualifications and experience, 
together with names ~ * addresses of 2 referees, should be 
addressed to the Secretary, Weston-super-Mare Hospital 
Management Committee. 

ST BROMWICH. HALLAM HOSPITAL. (454 Beds.) 
SENIOR HOUSE OFFICER (pathology) required in the Group 
Laboratory at the above Hospital. Previous experience in 
pathology not essential. Hospital recognised for Dip. Path. 

uties at other hospitals in the Group may be included. Post 
at present vacant. 

Applications, stating , qualifications, and experience, 

should be sent at once to the Pathologist, West Bromwich and 
District Hospitals Management Committee Group No. 18. 
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WHISTON. COUNTY HOSPITAL. (882 Beds.) Applica- 
tions are invited from suitably qualified practitioners for the 
appointment of RESIDENT SENIOR HOUSE OFFICER 
(obstetrics and gynecology). Salary in accordance with the 
terms and conditions of service for medical staff. The post is 
recognised for the M.R.C.O.G. and D.Obst.R.C.O.G. examinations. 

Applications, stating age, qualifications and experience, and 
giving 2 names for reference, should be forwarded to the under- 
signed as soon as possible. 

N. RICHARDS, Secretary, 
St. Helens and District Hospital Management Committee. 
_ Group Office, County Hospital, Whiston, near Prescot. 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) SENIOR HOUSE OFFICER in the 
Pathological Department, vacant 2nd August. Preferably 
resident. Duties will include training in the various branches 
of clinical pathol » especially peensteesy. Previous experi- 
ence in clinical pathology desirable, but not essential. 
Applications, with copies of 2 testimonials, to the Secretary. 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) SENIOR HOUSE OFFICER (orthopeedics) 
required immediately. Appointment for 6 months in the 
first instance. 

Applications, with copies of 2 testimonials, to the Secretary. 
WORTHING HOSPITAL, Lyndhurst-road, Worthing. 
WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the post of HOUSE SURGEON _ 
special departments which is not pre-registration. R practi- 
tioners within 3 months of qualification or holding a first post 
may apply. Salary £350-£450 according to experience, less 
£100 p.a. for board, lodging, Appointment subject to 
conditions of service for the National Health Service. 

Applications to Hospital Secretary, Worthing Hospital, sta’ 
age, qualifications with dates, patene, and details 
experience, together with copies of 2 recent testimonials. 

. V. OakTON, Group Secretary. 
WOLVERHAMPTON ae MANAGEMENT 
COMMITTEE GROUP NO. 16 BIRMINGHAM REGION. 
be Royal Hospital, Wolverhampton (an Associated 
ospital of the University of Birmingham Medical School) 

SENION HOUSE OFFICER or HOUSE OFFICER (Fracture 

and Orthopedic Department), vacant now. 

SENIOR HOUSE OFFICER (anesthetics), vacant now. 

recognised for D.A 

HOUS OFFICER (Casualty =, vacant now. 

HOUSE, (general medicine), vacant 3lst August. 

pital, Wolverhampton 

Appointment recognised for M.R.C.O.G. 
erhampton and Midland Counties Eye Infirmar 7 

HOUSE. OFFICER, vacant now. Appointment recognise 

for F.R.C.S. and D.O. examinations. 

Applications, with copies of 3 recent testimonials, to be sent 
to W. CocKBURN, Group Secretary. 

‘The Royal Hospital, Wolverhampton. 


WORCESTER. RONKSWOOD HOSPITAL. 
tions are invited for the post of RESIDENT ANESTHETIST 
which is now vacant. The post is of Senior House Officer status. 
The holder may expect a reasonable proportion of emergency 
work. Conditions are in accordance — the terms and 
conditions of service for hospital medical s 

with copies of be sent to 

ospital Secretary. 


WREXHAM. WAR MEMORIAL HOSPITAL. (17 
Beds.) Applications are invited for a PA©DIATRIC HOUSE 
OFFICER to commence duties immediately at the above 
Hospital. This Hospital has a Baby Unit of 13 Cots for acute 
eases and a busy Outpatients Department. Certain duties in 
the main general Pediatric Unit of 50 Beds and Cots are also 
arranged by the Consultant Peediatrician. 

Applications, stating age, qualifications, and copies of 2 
testimonials, should be sent to— 

WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 
Maelor General Hospital, Wrexham. 


YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
E. 


ospital, Beverley, Yorks (218 Beds) 

a) ORTHOP Epic HOUSE SURGEON (Senior House 
Officer). Recognised for F.R.C.S. Vacant now. 

(6) HOUSE SURGEON (first, second, or third post), vacant 
now. Pre-registration post. Recognised for F.R. General 
some orthopeedics 

~~ ing General Hospital, Driffield, Yorks (249 


) 
July in SURGEON (first, second, or third post), vacant 
y. ra tration post. Recognised for F.R.C.S. General 
duties. 

Salary for (a) is £670 p.a., less £140 for board and lo 
and for (b) and (c), £350-£450 p.a., less £100 for boa 
lodging. Fully — practitioners may also apply for and 
pre-registration — 

Detailed ~~ ications to Secretary, Westwood Hospital, 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 Beds.) Applications are invited for the post of HOUSE 
PHYSICIAN at this busy Hospital. The post which becomes 
vacant at the end of July, 1953, offers varied experience in 
pleasant surroundings. 4 residents on the staff. Salary 
£350, £400 or £450 a year, according to experience. A deduction 
of £100 a year made in respect of residential emoluments. The 
appointment is for 6 months in first instance. 

Applications, stating full details, with copies of 2 recent 
a the Secretary, Noble’s Hospital, Douglas, 

sle of Man 


mat 
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CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
——— are invited for the post of MEDICAL OFFICER 
which will be vacant on Ist September, 1953, in the above 
Hospital. The appointment is for 6 months but is renewable 
for a further 6 months. Salary £500 p.a., less £100 for resi- 
dential emoluments. 

Spatgeiiens to be submitted not later than 20th July, 1953, 

to the President, Public Health Committee, General Hospital, 
Jersey, C.I. 
ST.JOHN’S, NEWFOUNDLAND. ST. JOHN’S GENERAL 
HOSPITAL. Applications are invited for the post of RESIDENT 
in Anesthesia at the above Hospital (475 Beds.). Salary $2700 
p.a. plus full maintenance. Diploma in Anesthesia an advantage 
though not_essentiat. Appointment is for 1 year in the first 
instance. Free passage to St. John’s and return passage to the 
United Kingdom on completion of 1 years service. 

Applications should be sent air mail, stating experience, 
qualifications, &c., and names of 2 referees, to— 

Dr. E. WiLson, Medical Superintendent. 

_St. John’s General Hospital, St. John’s, Newfoundland. 
ST.JOHN’S, NEWFOUNDLAND. ST. JOHN'S GENERAL 
HOSPITAL. Applications are invited for the post of INTERNE 
from fully registered medical practitioners for the above Hospital 
(475 Beds). Salary $1800 p.a. plus full maintenance. Appoint- 
ment is for 1 year. Free passage to St. John’s and return 
passage to the United Kingdom on completion of 1 years service. 

Applications should be sent air mail, stating experience, 
qualifications, &c., and names of 2 referees, to— 

Dr. E. WILSon, Medical Superintendent. 
__St. John’s General Hospital, St. John’s, Newfoundland. 
U.S.A. MASSACHUSETTS-BOSTON-NEW ENGLAND 
HOSPITAL (150 Beds) is offering 3 approved ROTATING 
INTERNESHIPS | beginning immediately for 12 months. 
Women given preference. Stipend $35 per month with full 
maintenance. 

Inquire Chairman of Committee on Education, New England 
Hospital, Dimock-street, Boston, Massachusetts, U.S.A. 


Public Appointments 


HER MAJESTY’S COLONIAL SERVICE. Nigeria. 
Applications are invited from Doctors with medical qualifications 
registrable in the United Kingdom and with at least 1 years 
experience after qualification for the following posts in the 
Medical Department of the Government of Nigeria :— 

(a) MEDICAL OFFICERS, for general duties in preventive 
and curative medicine which may include purely rural health 
work, involving much travelling. 

(6) MEDICAL OFFICERS OF HEALTH. Duties as under 
(a). In addition the selected Officers would undertake the 
control of sanitary matters, and may be required to perform 
the duties of Port Health Officer at a sea or air port. Candidates 
should possess a Diploma in Public Health. A Diploma in 
Tropical Hygiene, though not essential, is desirable. 
Appointments may be made as follows :— 

(a) on 3 years probation for permanent and pensionable 
employment in the Colonial Medical Service, with retiring age 
of between 45 and 55. Pensions are at the rate of 1/600th of final 
je speed emoluments for each completed month of reckonable 
service ; 

(b) from the National Health Service. Candidates may 
resign from the National Health Service but retain their super- 
annuation rights during their time in Nigeria (up to 6 years) 
and receive a resettlement grant of 20% of the aggregate of their 
a salary on leaving Nigeria at the end of their engage- 
ment ; or 

(c) on short-term contract (2—4 tours of 18 months duration) 
with inclusive salary of from £1087 p.a. rising to £2000 p.a. ; 
on completion of contract a gratuity is paid at the rate of 
a x for each completed period of 3 months service (including 
eave). 

Officers appointed under (a) or (c) are required to contribute 
to a Widows’ and Orphans’ Pension Scheme. Salaries, including 
pensionable expatriation pay for Officers appointed under (a) 
or (b), range from £950 to £1850 p.a. Starting ramen in all 
cases depends on experience and war service. Quarters are 
provided at low rents. Free passages in both directions are 

rovided for Officer and his wife. Payment of the cost actuall 
neurred on 1 outward and 1 homeward passage for each of 
children under age of 18, subject to maximum of £75 in respect 
of the return peer for each child, is also granted. Income- 
tax at local rates. Local leave is permissible and generous home 
leave is granted after each tour of 18 months duration. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, S.W.1 (quoting reference 
SUDAN GOVERNMENT. The Ministry of Health invites 
applications for 4 posts of Women MEDICAL OFFICERS 
(general duties) for duty in Sudan Government Hospitals, mainly 
concerned with the care of women and children. Applicants 
must hold a diploma registrable in the U.K. and should not be 
over 40 years of age. Appointment will be on probation for 
short-term contract (with bonus) for an indefinite period 
determinable by 6 months notice on either side in the salary 
seale of ££1375-£E1975 (annual increments). Starting-rate 
would be determined according to age, qualifications and 
experience. A _ cost-of-living allowance which is reviewed 
quarterly is also payable. Outfit allowance of £E50 when the 
contract is signed. Free passage on appointment. Annual 
home leave after the first tour. Superannuation rights in the 
National Health Service may be safeguarded in absentia up to a 
—— of 6 years. There is at present no income-tax in the 

udan. 

Further particulars and application form will be sent on 
receipt of a postcard only addressed to the Sudan Agent in 
London, Sudan House, Cleveland-row, London, 8.W.1, quoting 
** Women M/O 1209 ” and name and address in block letters. 


SUDAN GOVERNMENT. The Ministry of Health invites 
applications for posts of GYNASCOLOGICAL SPECIALISTS. 
Candidates, who may be Male or Female, should be in the Senior 
Registrar grade under the National Health Service, and should 
possess the qualifications of M.R.C.O.G. or should be aged 30-32 
and possess the higher qualifications plus considerable experience. 
Appointment will be on probation for short-term contract 
(with bonus) for an indefinite period terminable by 6 months 
notice on either side. Salary scale ranges from £E.2000 to 
£E.3000 (annual increases). Starting-rate of pay is fixed accord- 
ing to age, qualifications and experience of selected candidates. 
An outfit allowance of £E.50 is payable when the contract is 
signed. No income-tax is at present payable in the Sudan. 
Free passage on appointment. Annual leave after the first 
tour. Candidates for this post may apply for secondment from 
the National Health Service for period of up to 3 years under 
the terms of circular letter No. RHB/(52)106 BG(52)101 of 
30th September, 1952. 

Further particulars and application form may be obtained 
on application to the Sudan Agent in London, Sudan House, 
Cleveland-row, London, 8.W.1. Please mark the envelope 
* Specialist 1211.” 


GOVERNMENT OF SOUTHERN RHODESIA. Vacancy : 
MEDICAL OFFICERS OF HEALTH (Female). Applicants 
should hold a Diploma in Public Health or a Diploma in Child 
Health and experience in schools medical work will be an 
advantage. Duties will also include environmental hygiene in 
rural areas and prevention of endemic and epidemic diseases. 
Commencing emoluments are £1530 p.a., with a maximum of 
£1722 p.a. on the grade. 

Full particulars may be obtained from the Secretary, Rhodesia 

House, 429, Strand, London, W.C.2, to whom completed appli- 
cations should be returned by 25th July, 1953. 
HER MAJESTY’S COLONIAL SERVICE. Malaya. 
RADIOLOGISTS required for general medical duties and as 
Hospital Radiologists. Candidates should have medical qualifi- 
cations registrable by the General Medical Council in the United 
Kingdom, with 1 or more years of experience after qualification 
and either a Diploma in -Medical Radiology or considerable 
experience in radiological work. 

Appointments are available : _ 

(a) On probation for permanent and pensionable establish- 

ment. 

(b) On employment from the National Health Service. 

(c) On short-term contract with gratuity. 

(a) Permanent terms. Subject to 3 years probation appointment 
is permanent with pension (non-contributory) at age of 55. 
Basic salary is paid in the scale £890—£50—£1192-£1276-£50— 
£1680 p.a. In addition pensionable expatriation pay is payable 
to all Officers at the rate of £266-£364 p.a. A non-pensionable 
expatriation allowance is paid to married Officers without 
children at the rate of £91-£133 p.a., and to married Officers 
with children at the rate of £182-£259 p.a. There are many 
posts, specialist and administrative, available on promotion 
carrying higher salaries (up to about £3080 for the highest post). 
Promotion is often made before reaching the top (£1680) of the 
Medical Officer’s salary scale. A temporary, variable non- 
pensionable cost-of-living allowance is payable, according to 
salary and to family circumstances. This ranges from £56 to 
£497 a year. 

Note : Doctors with more than 1 years approved experience 
after age 25 (including service in Her Majesty’s Forces) enter 
the salary scale at points above the minimum according to their 
experience : and 4 increments of salary are also given to holders 
of approved higher qualifications (e.g., F.R.C.S., M.R.C.P., 
D.P.M., D.A., &c.). 

(b) National Health Service. Doctors may resign from the 
National Health Service but retain their superannuation rights 
during their time in Malaya (up to 6 years) and receive a resettle- 
ment grant of 20% of the aggregate of their Malayan salary on 
leaving Malaya at the end of their engagements. Emoluments 
as under (a) including incremental credit for experience and 
higher qualifications as in Note under (a). Doctors so appointed 
may be considered for permanent terms at any time during their 
employment in Malaya provided they surrender their rights to 
the resettlement grant : payment by Malayan Governments of 
National Health Service superannuation contributions ceases 
from date of permanent service. 

(c) Contract terms. The contract will be for 3 years resident 
service renewable for a further tour of 3 years by mutual agree- 
ment. Salary and allowances as under (a) including incremental 
credit for experience and higher qualifications as in Note under 
(a). In addition a gratuity earned at the rate of £300—-£450 p.a. 
according to salary is paid on expiry of contract. 

Doctors on contract may be considered for appointment to the 
permanent establishment at any time on their agreeing to 
surrender their gratuity earning rights. 

In all 3 types of appointment the rates of salary and gratuity 
refer to doctors eligible for “‘ expatriate terms ”’ under Malayan 
Regulations (i.e., those whose permanent homes are in the 
United Kingdom, Irish Republic, Australia, Canada, &c.). 

The climate is, for the tropics, healthy. European children 
do well up to the age of about 6 and schools are available locally. 
Income-tax is payable at Malayan rates which are lower than 
those in the United Kingdom. Government quarters with 
heavy furniture are provided at a low rental, or an allowance is 
paid in lieu of quarters. Free passages are provided for the 
doctor, his wife, and children under the age of 10 (not exceeding 
4 persons besides himself) on appointment and once each way 
during each tour of duty of 3-4 years. Generous home leave is 
granted and local leave is permissible. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, 8.W.1 (quoting reference 
No. 27215/194). 
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SUDAN GOVERNMENT. The Ministry of Health, Sudan 
Government, invites tego for 2 posts of Male MEDICAL 
SPECIALISTS. Candidates should be in the Senior Registrar 
grade under the National Health Service, and should possess 
the qualification of M.R.C.P. or should be aged 28-32 and 
possess the higher qualifications plus considerable experience. 
Appointment will be on probation for short-term contract 
(with bonus) for an indefinite period terminable by 6 months 
notice on either side. Salary scale ranges from £E.2000 to 
£E.3000 (annual increases). Starting-rate of pay is fixed accord- 
ing to age, —— and experience of selected candidates. 
An outfit allowance of £K.50 is payable when the contract is 
one. No income-tax is at present payable in the Sudan. 
assage on appointment. Annual leave after the first tour. 
Gan didates for this post may apply for secondment from the 
National Health Service for a period of up to 3 years under the 
terms of circular letter No. HB/(52)106BG(o2)101 of 30th 
September, 1952. 
ull particulars and application forms will be sent on receipt 
of a postcard only, addressed to the Sudan Agent in London, 
Sudan House, Cleveland-row, London, 8.W.1, quoting name 
and address in block letters and “ M/Specialist 120 


TREASURY MEDICAL SERVICE. Applications are 
invited from medical practitioners, practising in the districts 
detailed below, for appointment in a part-time and mainl 
advisory capacity as LOCAL TREASURY MEDICA 
OFFICER for each of the places or groups of places shown. The 
town shown in parentheses after the place-names indicates the 
Head Post Office Area in which the ro or group of places, 
is situated. Successful applicants will be required to examine 
and report on the condition of certain Government Officers, 
teachers, candidates for appointment, &c., who may be referred 
to them from time to time ; and to attend when summoned to 
an emergency case of accident or sudden illness occurring in 
a Government office in the neighbourhood. Fees for this work, 
and mileage allowance where necessary, will be paid on a scale 
agreed with the British Medical Assoc iation. 

Intending applicants should write, within 14 days, to Treasury 
Medical Adviser, Treasury C hambers, W hitehall, S.W.1, for 
a form on which’ application a be made. Applicants should 
be not more than 60 years of ag 

The places for which applic ~~ are invited are as follows : —_ 

ENGLAND AND WALES 

Ashford,”Kennington and Charing ( Ashford). 

New Romney, Dymchurch and Littlestone (Ashford). 

Bawtry, Bircotes, Finningley, Mission, Tickhill, Everton, 

Mattersey and Wiseton (Doncaster). 

Leeds 10, Middleton (Leeds). 

Sydenham, 8.E. 26 (London). 

Rickmansworth (Watford). 

SCOTLAND 
Coatbridge and Glenboig (Coatbridge). 


General Practice 


For an Executive Council post apply on form E.C. % obtainable from 
the council. Mark envelope ‘* Vacancy. 


BIRMINGHAM, KINGSTANDING. Applications invited 
for VACANCY (urban) due to resignation. List approximately 

2600. Residence and surgery may be available. Apply on 
E.C.16A4 not later than 15th July, 1953, to— 

K. ¥. G. Day, Clerk of Birmingham Executive Council. 

_ Sutton own -road, Erdington, Birmingham, 23. 
OXFORD COUNTY AND CITY EXECUTIVE COUNCIL. 
Applications are invited for VACANCY in small! country town. 
List about 1293 (Ist April, 1953). Favourable consideration 
will be given to applicants who have a definite understanding 
with a doctor or doctors already on the medical list and practising 
in the Area. Residence and surgery not available. Applications 
to reach the undersigned on or before 14th July, 1953. 

Parry, Cler 
Oxford County and City Executive Council. 

73, George-street, Oxford. 
WEST BROMWICH. An opportunity to start a Medical 
Practice arises in this “ designated ’”’ area on a new housing 
estate. The local Housing Committee will make available a 
site and will provide facilities for the early erection of living and 
surgery accommodation. Applications for Forms E.C.16a 
and fuller particulars should be made within 10 days from the 
appearance of this advertisement and should be addressed to— 
C. H. Squire, Clerk of the West Bromwich Executive Council. 

Beehive Buildings, 2, Carters-green, West Bromwich, Staffs. 


Hospital Services : Non-Medical Appointments 


NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
For appointment of PHYSIOLOGIST see page 25. 


ROYAL BUCKINGHAMSHIRE AND ASSOCIATED 
HOSPITALS MANAGEMENT COMMITTEE. NATIONAL SPINAL INJURIES 
CENTRE. STOKE MANDEVILLE HOSPITAL, AYLESBURY, BUCKS. 
Applications are invited from Biochemists for the ap ointment 
of RESEARCH BIOCHEMIST (Senior grade) in the Spinal 
Injuries Centre. The successful applicant, who will be a member 
of the team working under the direction of the Consultant in 
charge of the Centre, should have had at least 5 years experience 
in the basic grade of Biochemist. The appointment wil! be for 
2-3 years in the first Bh nme, Hage 2 to 3 months notice on 
either side. Salary postgraduate experience, on 

Applications, giving details of qualifications and experience, 
together with names =< addresses of 3 referees, should be 
sent to the Secretary, 9, Bicester-road, Aylesbury. 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies 


Imperial Chemical Industries Limited, Dyestuffs Division, 
invites applications from young medical men with some training 
in research and preferably in the field of virus diseases. The 
successful candidate will be engaged in work on the chemo- 
therapy of virus diseases. Salary according to age and experience 
but not less than £1000 p.a.—Applications in writing to Staff 
Department, Hexagon House, Blackley, Manchester, 9. 

Gold Coast. Port of Tema. During the construction of 
this port the Consulting Engineers require a British medical 
officer with experience in tropical diseases, freferably associated 
with labour forces. Contract 12-15 months, renewable after 
2 months leave ; project 4 years. Salary commencing £1400-— 
£1600 p.a. with free furnished quarters, transport and passage 
including wife and children below 14 years. Duties include 
planning and organisation of medical facilities as well as clinical 
and work of to be built.—Applications 
(closing date 26th ni ge peers itn ting 3 names for reference 
purposes, to : Address, No. HE LANCET Office, 7, Adam- 
street, Adelphi, London, 


Full-time Medical Officer | ‘macleh; ), required by an industrial 
company engaged in the Steel industry in South Wales and 
Monmouthshire with 2500-3000 employees. Commencing 
salary £1200. —Applications, giving details of age, qualifications 
and experience, to Address, No. 836, THe LANCET Office, 
7, Adam-street, Adelphi, London, W.C.2. 


Radiotherapist. There is a vacancy for an Assistant, 
with a view to a partnership, in South Africa. The salary during 
the period of assistantship, and the terms of the partnership, 
will depend on experience and qualifications. The commencing 
salary offered is £2500-£3500, depending on qualifications. 
Applicants should have the necessary qualifications for the 
Register of Specialists in South Africa. Full personal and 
professional details are requested. The Advertiser will be avail- 
able for interviews in London, from the middle of June until 
17th July and from the middle of August to the > of 
September.—-Address, No. 824 t, THe Lancet Office, 7, Adam- 
street, Adelphi, London, W.C. BREss 
Experienced medical Secretary. Shorthand-typist/recep- 
tionist, seeks postLondon area. Good testimonials.— Address, No. 

832, THE LANCET Office, 7, Adam-street, Adelphi, London, W. Cc. 2. 


Grosvenor-square, W.1. Self-contained ground- -floor in 
modern building. 8 rooms and spacious reception hall. Suitable 
for Doctor, Physiotherapist, Radiologist (treatment rooms) or 
Dental Surgeon. Rent £1550 p.a. inclusive.—Sole Agents : 
J. TREVoR & Sons, 58, Grosvenor-street, W.1. MAYfair 8151. 

In physician’s home, best part Kensington, newly decorated 
furnished flat, 1 large bedroom, sitting-room, kitchen, bath, 
toilet. Gas on meter. 8 guineas p.w., for long let.— 


Address, No. 831, Tue Lancet Office, 7, Adam-street, Adelphi, 
London, W.C.2 


Exceptional opportunity for bachelor Consultant, Harley- 
street, W.1. irst-floor consulting-room of fine peepee, 
beautifully furnished and decorated, containing concealed 
divan. The foregoing available together with own bathroom, 
and inclusive of breakfast, 600 gns. p.a. As consulting-room 
only, waiting-room, usual services, 400 gns. p.a.—Address, No. 
828, THE Lancet Office, 7, Adam-street, Adelphi, London, W.C.2. 
Consulting-rooms, full and part ~— and Houses in the 
medical area.—ELGoop & Co., Bentinck-street, W.1 
(WELbeck 8974). 
2 excellent maisonettes in Harley and Wimpole ‘Streets, 
suitable for both private and professional purposes. Rentals— 
650 p.a. inclusive and £500 p.a. inclusive.—Full details from 
Euuiorr, Son & Boyton, 86/87, Wimpole-street, London, W.1. 
WELbeck 8367. 
To Let. Chelsea. Newly decorated, attractively furnished, 
service flatlets. View River. From 4 guineas. Suit doctor or 
student. References required.—Address, No. 837, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 


“ Pregnancy Diagnosis by the Xenopus Method.” 24-hour 

service.—Send specimen of urine and £1 1s. fee to: WELBECK 
BIOLOGICAL LABORATORIES, 26, Park-crescent, Portland-place, 
W.1 (Telephone : MUSeum 5386-7). 


Applicants for posts requiring testimonials copied | ‘or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, Lrp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are "specialists in thiskind of work. —_—s_—s§ss 
International Exhibition Co-operative Wine Society 
Limited. As a result of the recent Postal Ballot Mr. Lewis 


Gilmour Whyte and Dr. Douglas McClean have been elected to 
the Committee of Management. 


The absolute accuracy essential in typing medical work is 
ranteed by the JoaN TREE AGENCY, 58, Maddox-street, W.1. 
.Yfair 6778. Collection and delivery. 


The Christian Medical Fellowship, Annual Breakfast, 
he New Continental Cafe, Cardiff, .- 3 Wednesday, 15th July, 
1953, at 8.30 a.M. Chairman: J. W. Tudor Thomas, D.sc., 
M.D., F.R.C.8., President of the B.M. Py Speaker : 
Lloyd-Jones, M.D., M.R.C.P.—Those intending to be p: please 
ARNOLD 8. ALDIS, F.R.C.S., 3, Heol-don, PWhitchurch, 


Advance” double drawer files and stand, wood 
covered Rexine. Excellent ae. Fishing as and 
brogues.—Offers : WELbeck 631 


Solue-Schall Medical X-ray ‘for disposal.—For 
further details contact Works E aay Department, K. & L. 
STEELFOUNDERS & ENGINEERS , Letchworth, Herts. 


ee, b ay | PROPRIETORS, THE LANCET LimrreD, 7, Adam Street, Adelphi, in the Count; 
44 Printed HAZELL, Watson & VINEY, Lrp., London and Aylesbury—Saturday, July 4, 1953. 
PRInTED IN Great Brrrain—Entered as Second Class at the New York, U.S.A., Office. 


of London. 


| 
} 
| 


et.— 
Iphi, 


"ley- 
ions, 
paled 


Tue Lancet] THE LANCET GENERAL ADVERTISER [Jury 4, 1953 


Cast your mind back to 
“PRE-PENICILLIN” days 


When you consider what it used to cost to treat many 
bacterial infections, from septic fingers to fulminating 
pneumonias; when you try to tot up the cost of anti- 
pneumococcic sera, antipyretic mixtures and tablets, 
pounds of kaolin poultice, of cotton wool and gauze, 
yards of oiled silk, and so on; when you think how much 
more certain we are to-day of curing the patient, of the 
pain and anxiety avoided, of the quicker return of the 
bread-winner to productive work—and of the saving of 
money to the nation—you can’t help seeing that penicillin 
is at once therapeutically and economically* the most - 
important drug we know to-day. And ‘ Distaquaine’ 


is a most convenient way to give it. 


It’s EASY and it PAYS to use 


*‘DISTAQUAINE’ 


sie An average dosage of ‘Distaquaine’ costs about 
ONE SHILLING PER DAY 


‘ DISTAQUAINE, a trade mark, is the property of 


THE DISTILLERS COMPANY (BIOCHEMICALS) LTD. 


Speke Liverpool 
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IN “SUMMER DIARRHOEA’ 


Precisely how warm weather influences the incidence of 
infective diarrhoea in children is uncertain, but the 
increased number of flies and amount of dust makes it 
more likely that milk and food will become contaminated, 
while the rapid multiplication in warm weather of the 
various organisms known to be associated with the 
disease may lead to increased virulence. 

‘Thalazole’ is indicated when dysentery bacilli are 
responsible for sporadic or epidemic cases. But it is 
often not possible to isolate the causal organism in 
outbreaks, and since even the mildest cases may suddenly 
assume a grave character, it is suggested that treatment 4 ’ 
with * Thalazole ’ should be considered as an immediate | H A L A I 0 L E 
routine measure. trade mark brand * 
Supplies: Bottles of 4 and 40 fl. oz. Each 3-6 c.c. PHTHALYLSULPHATHIAZOLE 


Detailed literature available on request 


Manufactured by @ 


MAY & BAKER LTD 


The safe, gut-active sulphonamide 
in an acceptable form for children. 


An M&B brand Medical Product 


MAI137 


DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 
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